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Administration of phthalyisulphathiazole; both before and after surgery 
of the colon and rectum, greatly reduces the risk of peritonitis and other 
post-operative complications that may result from contamination by 

intestinal contents. AN M&B brand 


The new presentation of phthalylsulphathiazole in the form of the fruit MEDICAL PRODUCT 
Detailed literature avoilable an 


flavoured ‘ Thalazole' Suspension provides an easy and convenient eeeee: 
method of administering this gut-active sulphonamide to children and y 
to those adults who experience difficulty in swallowing tablets. @ 
Each 3-6 c.c. (approx. | teaspoonful) of suspension contains 0-75 Gm. = 
y monufoctured by: 
phthalylsulphathiazole. MAY & BAKER LTD 


MA%2 
distributors 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD DAGENHAM 


For contents of this issue see overleaf 




















RUAN Olt, 
Upper Bisvivaturs Infections | 


The common cold, sinusitis, tonsillitis and other 
inflammatory conditions of the nose and throat lead 
inevitably to the swallowing of infected exudates. 

The digestive tract, deranged by toxins, bacteria 
and fever, is ill-prepared to receive them. 

The routine use of Kaylene-ol on these occasions 
does much to normalise the gastric and intestinal 
functions, and to nullify the harmful effects of 
noxious discharges. 


DOSAGE 
| to 4 drachms of KAYLENE-OL night and morning, 
or preferably 20 minutes before each meal. 


KAYLENE, LIMITED 


WATERLOO ROAD, LONDON, N.W.2. 


Sole Distributors : ADSORBENTS, LTD. 
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“FORTIOR” 


combining Vitamins B,, B,, Nicotinamide and Vitamin C, 
with Mineral Salts, and presented in the form of capsules 
for oral administration. 
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H.R. NAPP LIMITED, 3 & 4, CLEMENTS INN, LONDON, W.C.2 
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Among the many factors contributing to sound nutrition, vitamin B,, is taking 
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EMERGENCIES IN MEDICAL PRACTICE 
Edited by C. ALLAN BIRCH, M.D., F.R.C.P 


Third edition 576 pages 


139 illustrations 32s. 6d. 


** There are to be found here answers to the many problems which arise 
suddenly and unexpectedly in the daily practice of medicine.’’—-B.M.) 


TEXTBOOK OF MEDICINE 
By SIR JOHN CONYBEARE, K.8.E., M.C., D.M 
(Oxon.), F.R.C.P.. and W. N. MANN, M_D., 
F.R.C.P. Tenth Edition. 928 pages, 54 illustrations 
7s. 6d 


THE PRINCIPLES AND PRACTICE OF 

MEDICINE 

A Textbook for Students and Doctors 
By L. S. P. DAVIDSON, B.A., M.D., F.R.CP 
M.D(Oslo), and the Staff of the Department of 
Medicine and Associated Clinical Units, University 


TEXTBOOK OF SURGICAL TREATMENT 
(including Operative Surgery) 
By C. F. W. ILLINGWORTH, C.B8.E.. M.D., Ch.M 
F.R.C.S.E., with 21 Contributors. Fourth Edition 
760 pages. 38! illustrations 45s. 


THE ESSENTIALS OF MODERN SURGERY 
Edited by R. M. HANDFIELD-JONES, M.C., M.S 
F.R.C.S., and SIR ARTHUR E. PORRITT, K.C.M.G 
C.B.E., M.A., M.Ch., F.R.C.S. Fourth Edition. 1,280 
pages, 641 illustrations 55s. 
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of Edinburgh. 932 pages, 57 illustrations. 32s. 6d. 
THERAPY IN MALIGNANT DISEASE 
NON-GONOCOCCAL URETHRITIS Compiled by RALSTON PATERSON, C.B.E., M.C 
By A. H. HARKNESS, F.R.C.S 436 pages, 167 M.D., R.C.S.. MARGARET TOD, F.R.C.S. and 
illustrations 52s. 6d. MARION RUSSELL, F.S.S., ALS. 167 pages. 10s. 6d. 


Livingstone’s complete Catalogue sent on request 


E. & S. LIVINGSTONE LIMITED 


EDINBURGH and LONDON 

















ANTIBIOTIC 


A SURVEY OF THEIR PROPERTIES AND USES 


Deals with manufacture, chemistry, stability, methods of assay, clinical and veterin- 
ary use, pharmacy and commercial preparations of penicillin, streptomycin, dihydro- 
streptomycin, aureomycin, chloramphenicol, terramycin, neomycin, viomycin, with 
details of tyrothricin, subtilin, bacitracin, and the polymyxins. 


The section on antibiotics in clinical medicine, contributed by Professor A. Kekwick, 
M.A., F.R.C.P., has been planned to provide easy reference to specific pathological 
conditions. Each chapter is fully documented, and the book contains references to 
800-900 original papers, patent specifications, etc. 


Pp. ix + 290 Price 25s. (postage 10d.) With 24 illustrations 


Remittance with order is requested 


THE PHARMACEUTICAL PRESS 
17 Bloomsbury Square, London, W.C.! 


(Publishers of the British Pharmaceutical Codex) 
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APPLIED MEDICINE 
Descriptive Cases, and Cases Demonstrated at 
the Bedside by Questions and Answer 
By G. E. BEAUMONT, ™.A., D.M., F.R.C.P., D.P._H 
74 illustrations, including 2 colour plates 35s. 


CANCER CYTOLOGY OF THE UTERUS: 
An Atlas of Cervical Cell Pathology 
By J. ERNEST AYRE, M.D. 362 illustrations, many 
in colour. 105s. 


A TEXTBOOK OF SURGICAL PATHOLOGY 
By C. F. W. ILLINGWORTH, C.B.E., Ch.M., F.R.C.S 
(Edin.), and B. M. DICK, M.B., F.R.C.S(Edin.) 
Sixth Edition. 317 illustrations 45s. 


DISEASES OF INFANCY AND SESHKese 
By WILFRID SHELDON, ™.D., F.R.C.P. Sixth 
Edition. 23 plates and 182 text- loca @s. 


TROPICAL MEDICINE 
By SIR LEONARD ROGERS, K.C.S./., C..E., M.D., 
F.R.C.P., F.R.C.S., F.R.S., and SIR JOHN MEGAW. 
K.C.1.E., M.B., with the collaboration of SIR GEORGE 
R. McROBERT, C./.E., M.D., F.R.C.P. New (Sixth) 
Edition. 2 coloured plates and 90 text-figures. 40s. 


DIBLE AND DAVIE’S PATHOLOGY 

An Introduction to Medicine and Surgery 
Third Edition. By J}. HENRY DIBLE, M.B., F.R.C.P. 
417 illustrations 54s 





THE SCIENCE AND PRACTICE OF wg rad 
By W. H.C. ROMANIS, M.A., M.B., M.Ch 
F.R.S.Ed.. and PHILIP H MITCHINER Cc a r: ce” 
M.D., M.S., F.R.C.S. New (Ninth) Edition. Vol. | 
General Surgery, 20 plates and 402 text-figures. 32s. 
Vol. ll: Regional Surgery. 8 plates and 326 cext- 
figures 3s. 
CLARK’S APPLIED PHARMACOLOGY 
Eighth Edition Revised by ANDREW WILSON, 
M.D., Ph.D., F.R.F.P.S.. and H. O. SCHILD, M.D 
Ph.D., D.Sc. 120 illustrations 37s. 6d. 


MALIGNANT DISEASE OF THE FEMALE 
GENITAL TRACT 

By STANLEY WAY, M.R.C.O.G 
MEDICAL 


DISORDERS OURING 
PREGNANCY 


Edited by STANLEY CLAYTON, MS., 
F.R.C.O.G., and SAMUEL ORAM, ™.D., 
28 illustrations 

PROGRESS IN CLINICAL MEDICINE 
Edited by RAYMOND DALEY, M.A., M.0., M.R.C.P 
and H. G. MILLER, M.D., M_R.C.P., D.P.M. Second 
Edition. 43 illustrations 3s. 


RECENT ADVANCES IN MEDICINE: 
Clinical, Laboratory and Therapeutic 
By G. E. BEAUMONT, M.A., D.M., F.R.C.P., D.P.H 
and E. C. DODDS, M.V.0., D.Sc., Ph.D... M.D., 
F.R.1.C., F.R.S. Thirteenth Edition. 59 illustrations 
7s. 6d 


38 illustrations 
4s. 


cS.. 
Cc.P 
25s. 


FR 
FR 


ALL PRICES “NET” 


J. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.! 








—A vital 
CHEMICAL 
INDUCTION 


of 


CANCER 


GEORGE WOLF, B.sc., d.phit. 


264 pages illustrated 16s. Od. net 





aspect of Cancer research 


CASSELL & CO. LTD. 


37-38, ST. ANDREWS HILL, LONDON, E.C.4 


Dr. WOLF has taken one of the most 
important branches of cancer research 
the production of cancer tumours by syn- 
thetic and natural chemical means—and 
presented it as a comprehensive, lucid, 
yet not over-technical, story. Important 
experiments and their results are ex- 
plained in relation to the theories of can- 
cer causation, and emphasis is laid on the 
causes and processes of tumour forma- 
tion. A simple explanation is given of 
the structural formulae of the chemical 
compounds, the results of their adminis- 
tration, theories regarding their mode of 
action, biogenetic relationships, and their 
metabolism. There is a _ particularly 
stimulating chapter on chemotherapy as 
related to chemical induction of tumours. 


Recommended to all who require an 
insight into this vital field of research. 
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WE OFFER A COMPLETE SERVICE 

If you want a medical book, any book, one advertised in 

this Practitioner, ask us about it. Chances are we can supply 

it by return from our comprehensive stock of new books by 
British and American authors 


LLOYD-LUKE (MEDICAL BOOKS) LTD. 


49, Newman Street, London, W.!| * Telephone: Langham 4255 


(opposite Middlesex Hospital) 
The bookshop for the doctor nein) 
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® Made trom the tinest Shettield steel, Swann-Morton 
surgical blades are individually tested for keenness 
and flawlessness—then sterilised and coated with 
pure Vaseline to reach the surgeon's hands 
in perfect condition. Handles are of stain- 
less metal, precisely machined to en- 
sure that blades fit accurately and 
rigidly. There are eleven types 
of blade, as illustrated, 
and three types of 
handle. 


Swwann- Morton 


W.R. SWANN & CO. LTD - PENN WORKS - SHEFFIELD - ENGLAND 














| BINDING CASES 


Binding cases for Volume 168 (January to June, 1952) and previous 
| volumes are now available in green cloth with gilt lettering, price 5s. 
each, post free 

The cases are made to hold six copies of the Journal after the advertise- 
ment pages have been removed; they are not self-binding 
Alternatively, subscribers’ copies can be bound at an inclusive charge of 
12s 6d. per volume; this includes the cost of the binding case and return 
postage 


Send your order, with remittance, to 


The Bookbinding Department 
THE PRACTITIONER 5 BENTINCK STREET, LONDON, W.! 
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LONDON 


MEDICAL EXHIBITION 
1952 
November 17th to 21st 
Daily from 11.0 a.m. to 6.30 p.m. 


NEW HALL 
ROYAL HORTICULTURAL SOCIETY 
Greycoat Street, Westminster, S.W.1 


OPENING CEREMONY 
The official opening ceremony will be performed by Sir 
Cecil Wakeley, Bart., K.B.E., C.B., LL.D., M.Ch., D.Sc., 
F.R.S.E., F.R.C.S.E., F.A.C.S., President, Royal College 
of Surgeons of England, Editor of the ‘ Medical Press,’ 
and will take place at 12 noon, Monday, November 17th 


Attendance is confined to members of the Medical Profession and 

exhibits will include many latest developments in ethical medical 

products, as well as a very wide range of apparatus of a professional 
nature for the Physician and Surgeon. 

There will be performance each day of films of professional interest. 
Any member of the Profession not receiving an official personal 
invitation should apply to: 

The Secretary 
LONDON MEDICAL EXHIBITION 
194-200, Bishopsgate, London, E.C.2 
Telephone: AVENUE 1444/5 
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DRY FLY SHERRY—the best 
appetizer—makes a most accept- 
able Christmas gift and provides 
a gracious welcome to your guests. 
Order early from your Wine 
Merchant to avoid disappointment. 


D RY FLY 20 - bottle 
SHERRY | 10/6 half-bottle 


By Appointment Wine and Spirit 


te King George 
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SAFE 
SUPPORT 


for this 
Hernial Patient 


The Spencer 
Abdominal Sup- 
port for this 
hernial patient 
was individually 
designed, cut and 
made — after a 
description of the 
patient’s body 
and posture had 
been recorded 
and detailed 
measurements 
taken. 


The pull of supporting the abdomen is placed on the pelvis, not on the 
spine at or above the lumbar region. Abdominal support is from below, 
upward and backward, paralleling the natural pull of muscles. Made 
of non-elastic materials, the support will not yield or slip under strain, 
assuring maximum safety. 


Following application of her Spencer Support, the patient obtained relief 
of symptoms and was able to return to her work. 


Spencer supports for men, women and children are each individually 
designed for each patient. 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 


SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 


Branch Offices and Fitting Centres: 


MANCHESTER. 38a King Street, 2 Tel.: BLAckfriars 9075 

LIVERPOOL: 79 Church Street, |! Tel.: Royal 402! 

LEEDS: Victoria Buildings, Park Cross Street, | Tel.: Leeds 33082! 
(opposite Town Hall steps) 

BRISTOL: 44a Queens Road, 8 Tel.: Bristol 2480! 

GLASGOW: 86 St. Vincent Street, C.2 Tel.: Central 3232 

EDINBURGH: Wa George Street, 2 Tel.: Caledonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 


Trained Spencer Retailer-Fitters resident throughout the Kingdom, name and address of nearest Fitter 
supplied on request 





Copyright 
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A new combination 


.O DS 


soluble aspirin with 


codeine phosphate and phenacetin 








CARRS 


Codis presents a familiar grouping of analgesic drugs ; aspirin, phen- 
acetin, codeine phosphate; with an important advantage. The “aspirin” 
in Codis is rendered soluble, as in “ Solprin”. 

Placed, uncrushed, in water, a Codis tablet disperses in a matter of 
seconds to form a solution of calcium aspirin and codeine phosphate 
with finely suspended phenacetin. The chance of irritation of the 
gastric mucosa by undissolved particles of aspirin is thus minimised. 

Codis is recommended for all those conditions for which Tab. 
Codein. Co. B.P. would be prescribed. It has the added advantages of 
greater ease of administration and far less likelihood of aspirin intolerance, 
while the rapid absorption of the soluble aspirin promotes prompt relief. 

COMPOSITION 


Each Codis tablet contains dcid Acetyl- 


et ASPip, salicyl. B.P. 4 grs., Phenacet B.P. 4 ars 
Se ) 4 Codeine Phosph .B.P. 0.125 ‘ale. Carl 
Ss \ odcine Phosph .B.P. 0.125 grs., Calc. Car 
ae) 


ant 3 B.P. 1.2 grs., Acid. Cit. B.P. (Exsi 
0.4 ors., Excip. ad. 11.45 gr 


Codis is not advertised to the public. 


DISPENSING PACKS : (Purchase Tax free 
° x i Hospital bottles of 400 tablets 18/6 each 
3 i} Prescription box of 300 tablets in distinc- 
a 
AND P¥ 


tive gold foils of 6 tablets each 16/6 per box 


PUBLIC SIZES. Bottle of 20 tablets 2/9 each 
inc. P.T. Carton of 20 tablets (5 distinctive 
gold foils of 4 tablets each) 2/9 inc. P.T 


COLMAN LTD HULL AND LONDON, PHARMACEUTICAL DEPT., HULL) 











ANNOUNCEMENTS 








Clinical Comments* 
From experience of 277 ulcer patients — observed 
over 3 years—the author reached the following 
conclusions: 
“In numerous cases, ambulant Robaden treatment can 
be successful, avoiding several weeks of hospitalisation 
and preventing or shortening the incapacity for work. 
Freedom from pain is achieved quicker 
Robaden shortens in-patient treatment 

increases the chance of recovery” 
* Aerztliche Wochenschrift 6, No. 22,1951. 
A full abstract of the paper referred to, and other pub- 
lished literature on Robaden therapy of peptic ulcer, 
will gladly be sent on request to: 


ROBAPHARM LTD 
6 Henrietta Place, London, W.1 


Distributors in the United Kingdom 
and Eire 


Ward, Blenkinsop & Co. Ltd 


THERAPY OF 
PEPTIC ULCER 








ADRENALINE CREAM WITH METHYL NICOTINATE 


CORTEXOL FORTE 


WITH VISIBLE RUBEFACIENT ACTION 


Considerable relief from the more distressing symptoms of Rheumatic 
conditions has been obtained from the use of 


CORTEXOL FORTE 


the rubefacient action of which produces a visible improvement in the 
local blood supply and helps to restore mobility. It has also been found 
of value in the treatment of chilblains 


RHEUMATISM FIBROSITIS 


LUMBAGO ARTHRITIS 
SPRAINS AND STRAINS CHILBLAINS 


May be prescribed on E.C.10 Literature and samples available on request 


CAMDEN CHEMICAL CO., LTD., 61 GRAY’S INN ROAD, LONDON, W.C.! 
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in the treatment of 
LEG ULCERS 


F “99” is a concentrate of the 
active isomer of linoleic and 
linolenic acids, of standardised 
biological activity and the high- 
est achievable degree of purity 
It is available in capsule, liquid 
and ointment presentations. 
F ‘‘ 99” is indicated in cases of 
Infantile Eczema, Adult Eczema, 
Rosacea, Furunculosis and other 
skin disorders associated with a 
deficiency of essential fatty acids 
It is also successful in cases of 
Varicose Leg Ulcers of long 
standing. 

Photograph of Mr. B.S. taken Photograph of Mr. B.S. taken F “ 99" has no N.F. equivalent, is not 

on 20th December, before treat- on 28th March, 1951, after 14 advertised to the public and may be 

ment with F 99 Diagnosis, weeks’ treatment with F “og”. prescribed on ECr1o. Net cost for 


leg ulcer unhealed since 1916 One capsule and one application example, of treating a typical leg ulcer 
of ointment daily case is 38. 6d. weekly. 


Literature on request 
INTERNATIONAL LABORATORIES LTD. Dept. PR 1s, 18, OLD TOWN, LONDON, S.W.4 








‘ORASECRON’ 


A tablet combining progestogen with 


cestrogen for the oral treatment of in- 


fertility due to nidatory failure. 


Each ‘ Orasecron’ tablet contains: 
Ethisterone 10 mg. Ethinyl oestradiol 0.05 mg. 


Dose: In order to maintain decidual development, one tablet 


daily from the calculated date of ovulation until the sixth 
month of pregnancy. 


Samples and further information are available from the manufacturers: 


British Schering Limited, Kensington High Street, London, W.8. tel.: WEStern 8111 


$D6/52 
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PROTEIN DEFICIENCY AND THE VALUE OF 


BROCKHAM 
HIGH PROTEIN FOOD 


Brockham H gh Protein Food added to the diet 
provides the extra protein needed by so many patients. 











This extremely valuable nutritional 
supplement contains over 21 

of first class protein all derived 
from rich unspoiled sources, to- 
gether with the “‘trace”’ elements 
and B-Complex Vitamins of the 
constituents. The health-giving 
properties of Brockham High 
Protein Food are enhanced when 
they are combined in this con- \ 


centrated form. 





BROCKHAM -rotcin FOOD 


ts a concentrate of 
% POWDERED BREWERS YEAST 
% YOGHOURTED SKIM MILK 
*& MOLASSES 
* WHEAT GERM 


In addition to first class Protein, Brockham 


” 


*ood contains B-Complex Vitamins and “trace = 
E P We shall be glad to send you a 
elements from unspoiled natural sources. ; 

sample packet on request. 








Obtainable from all Chemists and Health Food Stores everywhere. 2/9 and 5/- 


BROCKHAM FOOD LABORATORIES LTD., ACTON LANE, LONDON, N.W.10 
MI/Y 
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These New Genatosan dermatologicals 
will be a real help to the busy 
practitioner 











*ACUDEX’ Lotion 





‘ZICTHOL’ Here’s a new range of preparations which 
quickly and readily serve the practitioner when 


*ZICTHOL GREEN’ prescribing for the skin lesions. They are 


made up of established and safe medicaments 








*PIXCYL’ 


in approved and effective bases. The new 


*DIPSOR Genatosan dermatologicals 








meet a need long 
felt by the 
*PRUREX’ medical 


profession. 


*PROCELIUM’ 








*ROSUL’ 








el 


See these interesting pre- 

parations and learn more 

about them at the London 
Medical Exhibition 


STAND No 9 


GENATOSAN LTD 


Loughborough Leics 


R Genatosan dermatologicals 
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HYPON 
TABLET: fe 


pid Disintegration” 


is the art of com Containing the well-known triad acetylsali- 


Tablet manufacture 
pounding to produce a ready means of cylic acid, phenacetin and codeine with the 
:dministering an accurate dosage im the addition of phenolphthalein and caffeine to 
st convenient form In the case of an counteract side effects of depression and 
wnalgesic tablet it is important that this constipation, HYPON TABLETS provide a 
hould disintegrate rapidly t provide most effective analgesic for the relief of 
quick relief from pai pain associated with rheumatic conditions, 
spastic dysmenorrhea and neuralgia 
To comply with the British Pharmacopeia 
tablets must disintegrate within fifteer FORMULA cetvlsalicyl. 40.22 
ninutes under standard tests Tiesnest 68 Codein 
escribe “ . . 7) h Bp *henolphthal. 1.0. 
= - * HYPON TABLETS, when sub- | 7° Phonstphahat. 1.06 
r?O . = 
mitted to these tests, disintegrate 


TABLETS 
me in less than twenty seconds PACKS: 10 


Excip. 7.75 a wet 8 grains 


Literature b nm request from the Medical Department 


LIMITED - MANUFACTURING CHEMISTS . CREWE ~- Tol. 3251-5 


CALMIC 





CHYy 

















PROTEIN 
THERAPY 





in 


ALLERGIC DISORDERS 


Specific Protein Therapy shows many advantages over the earlier forms of non- 
specific treatment for allergic disorders such as asthma, hay fever, migraine, etc. 
Allergen Diagnostic Test Solutions—Duncan are issued in simple or multiple group 
tests. Comprehensive outfits are supplied containing a 2 cc. bottle of each multiple 
test and provide a valuable method of diagnosing allergic disorders. 


DUNCAN, FLOCKHART «CO. LTD, 


EDINBURGH 


LONDON 
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“J will try the forces of these thy compounds ° 
—Cymbeline— 


IN THE PROBLEM OF HYPERTENSION 
CONSIDER 


il HEPVISC || 


Mannito! Hexanitrate with Viscum Album 














FOR SUSTAINED — GENTLE — HYPOTENSIVE ACTION 


Literature and Clinical trial sample:— 11-12 Guilford St 


THE ANGLO-FRENCH DRUG CO. LTD. LONDON, W.C | 






































Advertised and Introduced ONLY to the Medical Profession 


—— _ AGOCHOLINE 


GRANULES 
Cholagogue and cholecystokinetic properties, 
stimulating biliary secretion and drainage. 


Indicated in 
Sub-acute and chronic Cholecystitis, 
Constipation of hepatic origin, Familial 
Cholemia, atony of the Gall-bladder. 


Doses to be taken 
in the morning only, before breakfast 


BENGUE & CO. LTD. 
Manufacturing Chemists 
“==2>> MOUNT PLEASANT, ALPERTON, WEMBLEY, Mddx. 


a 
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SEDATION IN 
| DYSMENORRHOEA 





Dysmenorrhoea is a symptom 
of entity in which Veganin* 
provides prompt and effective relief not only of pain but 
also of the associated mental distress. The anxiety and 
irritability so characteristic of genital disturbances is 
particularly evident in dysmenorrhoea. 
Veganin is both analgesic and sedative and may be confi- 
dently prescribed in the treatment of pain and anxiety in 
menstrual distress. 
Although Veganin is of especial use in relieving menstrual 
pain, it is also indicated for many other gynecological 


conditions, such as salpingitis, oophoritis, ete. 


Each tablet, 11.8 grns., contains ww Acid 
dcetylsalicyl. 32.68%. Phenacet. 32.68%, 
Codeine 0.99 Excipient ad. 100.00% 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PL BLIC 


William R.WARNER and G>.2td..Power Road,tondon U4 
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The Aged... 


Many aged people, though retaining their interests 
in life, lack the initiative and physical strength to translate 
inclination into action. They are notoriously exacting and difficult. 
The administration of a reliable and palatable tonic often helps to add ‘life to years’. 
‘Neuro Phosphates’ might well have been specifically designed for the aged, its outstanding 
palatability makes it acceptable to the most exacting patient. Recommended 
dosages : Two teaspoonfuls, with water, t.i.d. before meals. 


‘Neuro Phosphates’? (- Esky’) 


prescribed so widely because it works so well 


MENLEY & JAMES, LIMITED, COLOHARBOUR LANE LONOON ..&.3 


for Smith Kline & French International Co., owner of the trade marks ‘Neuro Phosphates’ and ‘ Eskay’ 
NP1O2 
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Treatment of the Streptococcal Throat 
* PONDETS’ Penicillin are a new and ingenious vehicle ‘. . 
for local oral penicillin therapy that combine the striking 
advantages of extreme palatability with prolonged action. 
Each * Pondet’ contains 5,000 international units of crystal- 
line potassium penicillin-G in a delicious, hard, fruit, toffee- 
like base that completely masks the bitter taste of penicillin 
Because of the nature of their hard base, ‘ Pondets’ dissolve 
slowly and uniformly, supplying an uninterrupted high 
concentraticn of penicillin to infected areas of the oro- 
pharyngeal mucosa 
INDICATED in minor superficial oral infections due to 
penicillin sensitive organisms ranging from the * Streptococcal 
Throat’ to the less common Vincent's infection and recom- 
mended for routine prophylactic use following Tonsillectomy. 

Individually wrapped in bottles of 20. 


Children accept ‘ Pondets’ as readily as a sweet, and they are particularly 
useful in controlling throat infections in juven..e communities 


*‘Pondets’ PENICILLIN TROCHES 


Trade Mark 


JOHN WYETH & BROTHER, LTD., CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1, 








| Dietary Essentials 





A good diet must obviously provide all the 
necessary nutrients and it is also important that these should 
be presented in a palatable form. The vitamins, which are 
essential to good health, may sometimes be neglected. 


As a source of the B vitamins, Marmite is 
particularly useful, since it contains most of the factors of 
this group and also because it supplies them in a form that 
is appetising. It is popular with children, whose special need 
for these vitamins has been emphasised. 


Obtainable from chemists and grocers MARMI : t 


Special terms for packs for hospitals, 


welfare centres and schools y e a S t e x t r a Cc t 





contains 
Literature on request 
Riboflavin (vitamin B,) 1°S mg. per oz 


The Marmite Food Extract Co., Ltd. Niacin (nicotinic acid) 16'S mg. per oz 
35, Seething Lane, London, E.C.3. 
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IN THE TREATMENT OF INSOMNIA 


SOMNIFERUM 


Brand 
MILD HYPNOTIC TABLETS 


An effective and popular combination of Codein } gr. with Barbitone 
Sodium 24 grs. and Phenacetin 2} grs. for the treatment of insomnia 
and nervous restlessness and as a sedative for the relief of pain. 
Induces sleep without subsequent depression 


The normal dose is two tablets half-an-hour before retiring 
Analgesic dose 4 to | tablet according to intensity of pain 


In bottles of 25, 100, 500 and 1000 tablets 


Clinical sample and literature on application to 
| C. J. HEWLETT & SON LTD. 
| MANUFACTURING CHEMISTS 


35-43, CHARLOTTE ROAD, LONDON, E.C.2 
and at 216, ORR STREET, GLASGOW, S.E. 














TABNET 


Gastro Duodenal Ulceration 
DIHY DRO 
ALUMINIUM = AMINOACETATI 





DIHYDROXY ALUMINUM AMINOACETATE 


presents a positive approach to the medical management of gastro- 
duodenal ulceration in providing dihydroxy aluminium aminoacetate 


| 
| 


The reaction of this new buffering agent under conditions of 
gastric hyperacidity is threefold: 


It rapidly neutralises excess acid bringing quick relief from pain. 


A freshly precipitated colloidal gel is formed which protects the exposed 
gastric submucosa from the action of the digestive ferments. 


By slow hydrolysis the amino acid, glycine, is released, which in addition 


Prescribe to the free glycine in the formula assists in the promotion of healing. 
TABNET FORMULA: Dihydroxy aluminium aminoacetate 250 mgms 

hy Glycine. e ; . 30 megms 

name Available in bottles of 100 and 1,000 tablets 


Literature available on request from the Medical Department 
CALMIC LIMITED : MANUFACTURING CHEMISTS « CREWE : Tel: Crewe 3251-5 
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WENSTROGEN 


ETHINYLOESTRADIOL~ETHISTERONE ORG ange 


Literature on request 


Packs: 20, 60. 


ORGANON 


LABORATORIES LTD. 


BRETTENHAM HOUSE, 
LANCASTER PLACE, 
LONDON, W.C.2 


Telephone: TEMple Bor 6785/6/7, 0251/2. 
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In BURNS and other wounds... 
... from 
first aid 


to 
skin grafting 





‘Furacin’ Soluble Dressing and Solution possess the 
following important advantages: 1, They are active 
against a wide range of both gram-negative and gram-positive organisms. 
2. Bacterial drug-resistance to them has not been reported. 3, Their use does 
not delay healing. 4, They do not interfere with the ‘take’ of skin-grafts. 
In the exposure treatment of burns, ‘ Furacin’ Solution may be sprayed 


on to the lesion, forming a transparent antibacterial film. 


FURACIN im 


SOLUBLE DRESSING AND SOLUTION 





containing 0-2°., mtrofurazone 


A new antibacterial specifically for topical application 





MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
FPS2 
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Registered 


THE SAFEST AND BEST PREPARATION 
OF OPIUM 
Nepenthe contains all the constituents of 
opium and has been prescribed for over 100 
years. it has been found by generations of 
practitioners to be the best preparation of 
opium, as it does not cause the unpleasant 
after-effects usually attributed to opiates. it 
can be given over a considerable period and 
the effect remains invariably constant 


(WEPENTHE > 


Packed in 2-oz., 4-0z, 8-oz. and 1[6-oz. 
bottles, and for injection in j-oz. rubber 
capped bottles, sterile, ready for use 


CFERRIS ) 


& Co., Ltd. 
BRISTOL 


Telephone Bristol 21381 
Telegraphic Address FERRIS, BRISTOL 




















QUEEN wy 


Non-Allergic ' 


BEAUTY PRODUCTS §-/7° 
THE jl. 


SAFETY FACTOR <<*)//- 
IN EVERYDAY |*\~;*, 


MAKE-UP $ 
VV \ 
Queen Beauty pro ( =* \ / 4 
ducts form a-“\; vu 
complete range of ; 
toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 
skin irritants and are recommended by 
the Medical Profession. 


Obtainable from John Bell & Croyden, 50 Wigmore 
Street, W.1 and other Chemists. 


Write for booklet to: 
BOUTALLS CHEMISTS LTD. 
60 Lambs Conduit Street, London, W.C.1 














TO DOCTORS 


who have to advise mothers 
on baby feeding 


There are 17 different meat broths, 
vegetables and fruits prepared by 
Heinz to be given to intants from 


3 months onwards. 


These foods are more valuable, 
trom the nutritional standpoint, 
than such foods are when prepared 
athome. Literature explaining this, 
together with samples, will be sent 


on request, 


write? Dept 1 
H. J. HEINZ COMPANY LTD, 
Harlesden, London, N.W.1 
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For Consistent High Quality 


DALMAS 


TULLE GRAS DRESSINGS 
of acknowledged excellence 











(SCHEDULE 4) 


34 INCH SQUARES 
Impregnated with petroleum jelly and 
sulphathiazole 5°,,. Tins of 36 squares also 
tins containing 5 and 10 pieces and single 
pieces enveloped for N.H.S. 


5 YARD x 34 INCH STRIPS 

Impregnated with a wool-alcohol emulsion 
containing sulphathiazole 5°... Each in a 
sealed wrapper. 

Both squares and strips are of wide-mesh 
tulle, sterile and ready for immediate use 
in dressing wounds, burns, skin grafts and 
raw areas showing skin loss. 


exo stron (SCHEDULE 4) 


5 YARD x 3} INCH STRIPS ONLY 
Wide-mesh tulle impregnated with a wool- 
alcohol emulsion containing sulphathiazole 
5°., and urethane 2°.,. Bacteriostatic and 
analgesic, cannot mar raw-wound surfaces, 
allows affected area to drain freely into 
cover dressing. 





PETROLEUM GAUZE 


3} INCH SQUARES ONLY 
Impregnated with petroleum jelly and 
balsam of peru 1.25' For all lesions 
from scalds to ulcers, and especially for 
the donor and receptor areas of Theirsch 
skin grafts. Tins of 12 and 36. The N.H.S. 
pack contains 12 squares individually 
wrapped, also tins of 5 and 10 dressings. 





rn details concerning Tulle Gras 
Dressings and other DALMAS products are 
contained in the DALMAS Doctor's Precis, 
a topy of which will be gladly sent free on 
request 





MADE BY DALMAS LTD., LEICESTER & LONDON EST. 1823 


Jaeger body-belts are made of pure wool, for 
these reasons. Wool keeps its wearer cool in 
summer and warm in winter. Wool quickly dis- 
poses of perspiration without becoming 
clammy. Being porous it allows both the escape 
of exhalations from the skin and the access of 
pure air to the skin. Jaeger body-belts sit well, 
stay in position, and give support without 


pressure. They are available in all sizes 


Jaeger House, 204-206 Regent Street, W.1 





WHEN YOUR 
ADVICE IS 
‘don't climb 

stairs’ 


The ELECTRIC 


Home LIFT 


Easy to Install - Simple to Operate 
¢ Economical to run 


Information obtainable from 


HAMMOND & CHAMPNESS LTD. 





\ Gnome House, Blackhorse Lane, London, E17 
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for nasal comfort | ‘BENZEDRINE’ INHALER 











the convenient, volatile vasoconstrictor brings instant, safe, 
and effective relief, from nasal congestion 


accompanying head colds or sinusitis. 


*Benzedrine’ Inhaler often 
aborts a cold, but even in 
the acute stages it affords 
welcome symptomatic 
relief and often 
prevents the 

onset of serious 


complications. 


* Benzedrine’ Inhaler causes no 
appreciable change in the 
amplitude or rapidity of the 
ciliary beat — local reactions to 
its use are so infrequent and mild 
as to be virtually negligible — 
and children show none of the 
hostility which often complicates 
treatment with 


The decongestive action 
of ‘ Benzedrine’ Inhaler 
takes place immediately 
after inhalation and the 
effect lasts a full hour, thus 
normal nasal respiration is 


facilitated for long periods. liquid vasoconstrictors. 


‘BENZEDRINE’ INHALER | crcnccce ane 


MENLEY & JAMES LIMITED, Coldharbour Lane, London, S.E.5 
for Smith Kline & French International Co., owners of the trade mark ‘Benzedrine’ 
BIPIO2 
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New Peptic Ulcer Treatment 


Comparable to 


Drip Therapy 





Whole milk and alkaline 


constituents’ combine 


to produce inc reased buffering action 


N: LACIN TABLETS have been evolved to meet a aestia +: Pec ane 


very real need in the treatment of gastric and 
duodenal ulcers. 

All the literature on the treatment of peptic 
ulcers emphasizes the proven value of diminishing 
the acidity of the gastric juice. Many large and 
otherwise intractable ulcers can be healed by a 
continuous, intragastric drip of milk or alkali. 

Drip therapy is, however, not always available, 
nor is it practicable to use it in many instances. 


Nulacin offers a satisfactory alternative. 


Continuous Neutralization 


4 NULACIN TABLET allowed to dissolve slowly 
in the mouth has been shown clinically to provide 
a continuous neutralization comparable with that 
of drip therapy. 

NULACIN TABLETS contain nutrient in a most 
acceptable form to the peptic ulcer patient. Nulacin 
tablets obviate the of taking frequent 
feeds, and so lessen the tendency to obesity which 
must inevitably occur in those who are following a 
dietary regime of food at frequent intervals. 


necessity 


During ulcer activity the suggested dosage is 
3 tablets to be sucked each hour. and for follow-up 
treatment 2 tablets should be sucked between meals, 
beginning half an hour after a meal 

The tablet is of a suitable size, and of a consistency 
and hardness, so that, when it is sucked, the result 
is a constant and prolonged neutralization of the 
gastric juice 

NULACIN TABLETS are extremely palatable 
and during extensive clinical tests their taste has 
proved to be particularly acceptable to patients. 

The patient should be instructed to place the 
tablet between the gum of the upper jaw and the 
cheek. Here it will be comfortable, and slowly 
dissolve. The efficacy of the tablet is greatly 
diminished if it is chewed and swallowed. 

NULACIN TABLETS are not advertised to the 
public. There is no B.P. equivalent to this tablet. 


NULACIN 


HORLICKS LIMITED 


PHARMACEUTICAL DIVISION, SLOUGH, BUCKS 
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two days later, showing the 
Nulacin tablets 


when Nulacin is 


The same patients as in Fig. 1 
sucking 
f acidity 


ntinued 


striking neutralizing effect of 


(3 an hour). Note the 


return « 


disc 


NULACIN TABLETS are prepared from whole 
milk combined with dextrins and maltose, and 
incorporate 

Magnesium Trisilicate 3.5 grs. Magnesium 

Oxide 2.0 grs. Calcium Carbonate 2.0 grs. 

Magnesium Carbonate 0.5 grs. 
Ol. Menth. Pip. q. s. 

NULACIN TABLETS are at present packed in 
bottles of 100 and tubes of 12. 
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By App. pintment Farm Milking Machine 
Manufacturers to the Late King George VI 


” 
“More patie ut than the kindest 
‘natural baby” 


(— EMINENT PHYSICIAN 


THE HUMALACTOR 


The scientific method of extracting milk 
from the lactating breast... kindly 
positively 


es Medical Division, Reading 





Hh! nurse this is what my 
paints mrad Yo We 


She te swetlef- 
Bourn-Vita 


MADE BY CADBURYS 








MIOTROL 


TRADE MARK 


A SYNERGISTIC 
OESTROGEN / ANDROGEN 
COMBINATION 


For the treatment of menopausal 
disturbances and male 
climacteric. 
Pre-mensirual migraine, pre- 
menstrual tension and 


dysmenorrhoea. 


Literature and price 


forwarded on request. 


AN 


PRODUCT 


oxo LTD. 


(Medical Dept.) 


= THAMES HOUSE, LONDON, E.C.4 


Telephone: CENtral 978! 
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VITA-E 


75 i.u.per gelucap 


For CARDIOVASCULAR-RENAL DISEASES 


Each gelucap contains a concentrate of natural esters (d, alpha tocophery! 
acetate) from vegetable oils, type VI, equivalent to 75 mgm. dl, alpha toco- 
pheryl acetate (i.e. 75 international units). 
VITA-E is the genuine natural Vitamin E used by the 
WSL EMD : Shute Institute and recommended by the Shute Founda- 
EXTENSIVELY tion for Medical Research and is sold under no other 
PRESCRIBED ON name. Physicians abroad are warned against using any 
E.C.10 FORMS IN THE brand of vitamin E not labelled in terms of international 
UNITED KINGDOM units-as per standard of the League of Nations. VITA-E 
is manufactured in England and is available in all 
countries so substitutes should be avoided. 
Also available a complete range of endocrine and endocrine-vitamin prepara- 
tions including BIOGLAN-A/R capsules for rheumatism, arthritis, rheumatoid- 
arthritis and fibrositis (based on the same cortical principle as CORTISONE). 








THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 
Tel. Address: ** BIOGLAN TOLMERS” Phone: CUFFLEY 2137 Literature on request 





. * 40 Years 
“EUPINAL” 


has been used successfully in the treatment of 


ASTHMA and CHRONIC BRONCHITIS 


and may be prescribed on N.H.S. Form E.C. 10 


“Eupinal contains lodine and Caffein combined in a most elegant and 
effective form. 
In chronic Bronchitis ‘‘Eupinal’’ softens the tough accumulated mucus in 
the bronchial tubes and allows it to be more readily expectorated. In 
Asthma it possesses a more markedly soothing effect, lessening the frequency 
of attacks and reducing their severity and duration, and relieving breath- 
lessness. ‘‘ EUPINAL"’ contains no poison and is safe in use. 


* asin G ) pa ¢ Co.lia 


OLDBURY - BIRMINGHAM 
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The Treatment of Pulmonary 


Tuberculosis with Isoniazid 


VEDICAL RESEARCH COUNCIL INTERIM REPORT 
(British Medical Journal, October 4, 1952) 


“The isoniazid used for the trial 
was supplied as ‘nydrazid’ 


by E. R. Squibb & Sons”’ 


NYDRAZID 


is presented as tablets containing 100 mg. or 50 mg. isoniazid 


in bottles of 100 and 1000 


E. R. SQUIBB & SONS 


Offices Manufacturing Laboratories 
17 Old Bond Street Speke 
LONDON, W.1. Regent 1733 LIVERPOOL 19 
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Pfizer 
The world’s largest producer of antibiotics 


PFIZER LTD 47-48, PICCADILLY, LONDON, W.1 
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Drastic purging has no place 

in the treatment of functional 

1 S WN ‘ constipation, nor does simple 
wus SSS \ re-education avail to correct 


faulty bowel habits of long 
standing. The firm yet gentle action of Agarol* is the ideal 
- 7 La e 


\ 


treatment for restoring the deranged bowel to normal func- 
tion. Agarol ensures lubrication, peristaltic stimulation and 
the retention of moisture in the fecal column, three essen- 
tials for easy, regular evacuation. 

Another feature of treatment with Agarol deserves con- 
sideration — the economy of the preparation. It is an im- 
pressive fact that, over a course of treatment, Agarol is often 
more economical than the National Formulary equivalent 
because of its unvarying high quality, uniformity and 
reliability. Agarol can therefore be prescribed with’ con- 
fidence as an effective and economical treatment for every 
form of constipation. 


PACKING: in bottles containing 6 and 14 
fluid ozs.; also available in bottles of 14 fluid 
ozs. for dispensir 


zg only, free of purchase 
tax when prescribed either privately or on 
the N.HLS 


Paraff. Lig. 31-75%, Phenolphthal. 1-32%, 


Agor-ogar 0-2/%, Excipients, etc., to 100 








NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


William R.WARNER and @. ta. Power Road,tondon W4 
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‘DISTAQUAINE’ G 


brand 
Dry substance consisting of procaine penicillin and 
suspending agents for the extemporaneous preparation 
of an aqueous suspension for intramuscular injection. 


*DISTAQUAINE?’ rormriep 


brand 


Dry substance consisting of procaine penicillin plus 
potassium penicillin and suspending agents for the 
preparation of an aqueous suspension. The inclusion 
of the potassium salt provides an immediately accessible 
dose of soluble penicillin in addition to the prolonged 
action of the more slowly absorbed procaine salt. 


*DISTAQUAINE’ suspension 


brand 


‘Distaquaine’ G in ready-prepared aqueous suspension, 
an additional convenience for the busy practitioner. 


Distributed by 

ALLEN & HANBURYS LTD 

BRITISH DRUG HOUSES LTD 

BURROUGHS WELLCOME & CO 

EVANS MEDICAL SUPPLIES LTD 

IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD 


In this room of the Sterile 
Area at our Speke premises 
operators are filling penicillin 
into vials under the most 
rigorous aseptic conditions 


Advantages of 
*DISTAQUAINE’ 
brand preparations 


Aqueous, containing neither 


oil nor wax 


Easy to prepare and 
administer 


Least possible pain on 


iyection 


Effective blood levels up 
to 24 hours following 
administration 


@ Dry syringe unnecessary 


@ Equipment easily cleaned 


after use 


a! HE DISTILLERS COMPANY, 
(BIOCHEMICALS) LIMITED 





SPEKE 


*‘DISTAQUAINE,’ trade mark, is the property of the manufacturers 





LIVERPOOL 
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alling 
Leaves.... 


changing temperatures \ 


increasing incidence of 
coughs and colds 
BENYLIN EXPECTORANT 
is the answer: it's a 
rational and effe f 
preparation for the 
relief of unbe 
cough assoc 
with bronchitis, 


laryngitis 


tir 
Live 


nef 


at 


colds 
tracheiti 
respiratory comple 
following in the wak 


sand 
of advancing wv 
It is suitable 
both adults and 
children 


Supplied in botties of 
4, 16 and 80 fluid ounces. 


Benvyvlin 


EXPECTORANT 


4. 


caw 
+ 
= 
. 
3 |? > 
Fat 
Hounslow, Middlesex 


Limited 


Parke, Davis & Compa 


Telephone Hounslow 236 
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How to reduce 


the*Time-Lag’ in the treatment 


of Rheumatism 


Despite half a century of painstaking research, there is 
still no unanimity of opinion regarding the causation of 
rheumatic diseases. Treatment is therefore necessarily 
symptomatic and directed to the relief of pain 

Massage has long been the treatment of choice. But 
in severe cases adequate massage cannot as a rule be 
begun at once; the affected muscles are too taut and 
tender. Days or even weeks may have to elapse before 
the patient can benefit from the stimulating effects of 
deep massage 

This * time-lag* has now been eliminated by the use of 
Lloyd’s Adrenaline Cream 

Gentle massage over the affected myalgic spots with 
this cream brings rapid relief from pain and permits of 
more intensive treatment than would otherwise be 
possible 

Supplies of Lloyd’s Adrenaline Cream are now 
available through Boots, Timothy Whites & Taylors, 
and all pharmacists. 


—jtoward Lloyd + Co. Ltd. 


11 Waterloo Place, London, S.W.1 


Makers of Fine Pharmaceuticals since 1880 
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In the treatment 
of the common cold 


*‘SULFEX? provides... 


... relief from nasal congestion 
... prophylaxis against secondary bacterial infection... 


The common cold is frequently the precursor of bacterial infections of the 
upper respiratory tract, and the primary virus often deprives its victims of 
the power to withstand secondary bacterial invasion. 

* Sulfex’ is a valuable ally in controlling or averting secondary infection 
It promptly and effectively relieves nasal congestion, without giving rise to 
secondary reactions, and ensures adequate ventilation and drainage. The 
bacteriostatic action of the ‘ Mickraform’ crystals of free sulphathiazole 
often aborts secondary bacterial infection and thus tends to avert the onset 
of dangerous complications. 

Issued in 1-02. bottles with dropper 


« SULFEX >... } asoconstriction in minutes 
— bacteriostasis for hours 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE 


SXPII2 tor Smith-Kiline & French International Co., ¢ 
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Nervous Exhaustion 


Practitioners often encounter patients whose ill-health is due mainly to 
emotional or neurotic disturbance. Frequently there appears to be no 
physical basis and their principal symptoms are usually undue nervous- 
ness, fatigue and poor appetite 

For these mildly neurasthenic and exhausted cases * BEPLETE” Wyeth 
is uniquely appropriate. It contains Phenobarbitone and Vitamin 
B-complex as an appetising Elixir, and so provides a quieting relaxation, 


while at the same time supplying 
* BEPLETE ’ contains 
nutriifonal factors known to. be Phenobarbitone B.P. igr.: Ae 
chloride 1.5 me Riboflayir 
» daxine Hydrochloride 0.33 me 
essential for the energy requirements B.P. 10.0 mg. : Pantothenyl 
; (equivalent to 0.212 me. Par 
of nervous metabolism pe oe 


‘Beplete’ 


Trade Mark 


Fohn Wyeth & Brother Ltd., Clifton House, Euston Road. London, N.W.\ (Byeth 
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(7 lho proudly presents ... 


CCUM W 


the simple method of contraception 
that needs no diaphragm ... 


Physicians and patients have long been demanding a 
simpler contraceptive method than jelly and diaphragm. 


the barrier is in the base 

To replace the function of the diaphragm, a new 
and better physical barrier, incorporated into 

the Gel itself, was needed—one that could be 
depended on to cover the cervical os effectively. 
The new base of PRECEPTIN, achieved by blending 
recently developed synthetic gel-forming agents, 
meets this requirement, making it possible to do 


aT iba 22y with the diaphragm. 
proved Preceptin’s new base: 


: 1. adheres well to the moist cervical mucosa — 
Of 3270 eum forms a persistent, adherent physico-chemical 
using Preceptin barrier over the cervical os. 


Gel - 99.2 per cent . is more miscible with semen means 
received complete greater spermicidal potency. 


protection . rapidly releases active spermicides enables 
Preceptin to kill sperm on contact. 


Preceptin Vaginal Gel 


Used with measured-dose applicator. 

COMPOSITION : PRECEPTIN contains the active sperm- 
icidal agents p-diisobutylphenoxypolyethoxyethano! 
1-00". and ricinoleic acid 117% in a synthetic base 
buffered at pH-4'5. 


Preceptin is a regiscered trade mark and 
is protected by world patents 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE BUCKINGHAMSHIRE 7 ENGLAND 
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Extinguish the flame . 
7 


Rheumatic Disease 





In the first published clinical reports on Butazoli Jin, 
these encouraging comments have been made 
**.... as an anodyne in cases of rheumatoid arthritis, 
Butazolidin is quite exceptionally effective. . . . Thi 
number of patients showing objective improvement 
seems significantly high. . . . Butazolidin does produce a marked degree of symptomatic 
relief in acute exacerbations of rheumatoid arthritis. Moreover, the drug seems to have some 
antirheumatic property, which can reduce periarticular swelling, tenderness and oedema.”” 

* The relief of pain and stiffness that followed was almost constant and in some instances 
dramatic. . | am using Butazolidin and strongly recommend other people to try it.”? 

A highly active preparation in a wide range of rheumatic conditions, Butazolidin is 
effective in acute phases of rheumatic disease and in chronic cases. Diminution of pain 
and increased freedom of movement are strikingly noticeable, resulting in a marked 
improvement in the well-being of the patient. The drug is rapidly absorbed and, being 
slowly excreted, remains in the blood at a therapeutic level for a considerable period 
Butazolidin (3, 5-dioxo-1, 2-diphenyl-4-n-butyl-pyrazolidine) may be administered orally 
or parenterally. The tablets are formulated to disintegrate in the small intestine, thus 
minimising any risk of irritating the gastric mucosa. Literature is available on request 


See Lancet, July 5, 1 1s 


2. See Lancet, July 12 sae : 92 
B u TA yh 0 L t D i N Prescribable on N.H.S. Form E.C.10 
a powerful new antirheumatic 


Bi ANALGESIC ANTI-INFLAMMATORY ANTIPYRETIC 


Tablets : 200 mg., containers of 20, 50, 100 and S00 
Ampoules: 1000 mg. in § c.c., boxes of 5 and SO 


PHARMACEUTICAL LABORATORIES GEIGY LTD. 
Rhodes. Middleton, MANCHESTER 


PH. 45¢ 
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Of high potency and low toxicity, ‘Sulphamezathine’ is 
particularly valuable in the treatment of pneumonia in 
the aged. High therapeutic blood levels are maintained 
with moderate dosage, and the drug is well tolerated, 
rarely giving rise to toxic side-effects. In the elderly 
patient, these factors ensure the maximum chance of 


successful recovery. 


‘SULPHAME ZATHINE’ 


1 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 


( Ltd WILMSLOW . MANCHESTER 
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For Nasal 
Congestion 


*Neophryn’ (active prin- 
ciple a sympathomimetic 
Substance) is an_ ideal 
local application for nasal 
congestion—particularly 
in children. It causes no 
impairment of ciliary 
function, no local irritatior 
and no secondary congestior 

Three or four drops are instilled 
into each nostril. (The patient 
should lie flat with chin raised and 
neck fully extended, and maintain 
this position for two minutes.) 


Medical Literature available on request. 


NEOPHRYN 


BRAND OF NASAL SOLUTION Trede Mark 


Neophryn is known overseas as Neosynephrine 


PRODUCTS LTD - AFRICA HOUSE KINGSWAY, LONDON, W.C.2 


As ated Export WINTHROPnmayCpo PRODUCTS LTD., LONDON 
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PRODUCES 


REDUCES freq 


INDUCES subject 


(_Senger Laboratories \——— 


severity 


ve and objective improvement, 


% Benecardin is available for oral or intramuscular administration. Literature on request. 


BENGER LABORATORIES LIMITED + HOLMES CHAPEL + CHESHIRE + ENGLAND 
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Thank you, doctor! 














Cluralgicin tov. 


fRAvUE MARK 


relief of pain in acute otitis media 


—particularly in children 
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/ Benger wcoesncecinin 





BENGER LABORATORIES LIMITED - HOLMES CHAPEL CHESHIRE - ENGLAND 
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... a new achievement in the control 


of HYPERTENSIVE CRISES 


A SAFE AND POWERFUL HYPOTENSIVE AGENT CAPABLE 
OF REDUCING BLOOD PRESSURE TO NORMAL LEVELS 
WITHIN MINUTES IN A GREAT MAJORITY OF PATIENTS 


Veriloid Intravenous Solution is an important new emer- 
gency drug. By its use, immediate control of arterial 
tension is possible in those conditions in which a continued 
hypertensive state could readily lead to disaster. It there- 
fore finds valuable application in the emergency treatment 
of malignant hypertension, encephalopathy, eclampsia and 
hypertensive states accompanying cerebral vascular disease. 
After tension has been controlled by Veriloid Intravenous 
Solution, oral treatment with Veriloid tablets can be in- 
stituted and continued indefinitely. 

Veriloid Intravenous Solution contains 0.4 mg. of Veriloid 
brand alkaloids of Veratrum viride in each c.c. and is bio- 
logically assayed to ensure uniform hypotensive potency. 

It is a very potent agent, and should not be used before 


7 - 
em the instructions for use have been carefully studied. 
S . 
xes of 6 ampoule \ 
Tre@e Mere 


of 3 ct 


QQ’ P»m"F’'n nn, 6 °°???” "Zw Zw ,]yz»7’yq[/ 0 0°"? ll> 


FURTHER INFORMATION IS AVAILABLE ON REQUEST 


RIKER LABORATORIES LiTD. 


29. KIRKEWHITE STREET. NOTTINGHAM. N 
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THERES STRENGTH IN 


COMBINED ACTION 


4s, 


The answer to many a 

problem lies in combined action. 

Witness the higher blood levels and the greater 

clinical efficacy that have been reported from the oral adminis- 
tration of penicillin and the sulphonamides simultaneously in 
cases when the oral administration of the antibiotic or chemo- 
therapeutic agent alone has been ineffective. A convenient 
means of applying this combined antibacterial therapy ts Sulpenin. 
Containing penicillin, sulphadiazine and = sulphamerazine in 
balanced dosage, it provides a valuable treatment for many 
infections due to susceptible micro-organisms By utilising the 
synergistic action between penicillin and the sulphonamides the 
antibacterial range is increased, the likelihood of kidney damage 
is lessened and the tendency for the bacteria to develop mutant 
strains resistant to one or other of the component drugs is 


SULPENIN 


Combined Oral Penicillin and Sulphonamide Therapy 
/ P. 


reduced 


In tubes of 10 and bottles of 100 tablets. 


Literature and Samples on request. 


ALLEN & HANBURYS LTD LONDON :3 


TELEPHONE B/SWOPSGATE 320! ('7 LINES) TELEGRAMS “GREENBURYS BETH LONDON 
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In Angina Peetoris.... 


BELLADENAL 





reduces the frequeney and intensity of attacks and 
breaks the vicious circle 


~ Fear Anginal attack Fear.” 


Belladenal tablets contain 0.25 mg. Bellafoline 
and 0.05 g. phenobarbitone.  Bellafoline acts as a 
vagal inhibitor. relieving coronary spasm = and 
improving coronary blood flow. Phenobarbitone acts 
by allaying apprehension and emotional tension and 
is particularly useful where an erethitie disposition 


and fear of the next attack provoke coronary spasm 


Dosage is one half tablet to one tablet. three 
times daily. A course of treatment should last for 


sey eral weeks 





erature and sam ple s availahle ov 


SANDOZ 


SANDOZ PRODUCTS LIMITED 


134. Wigmore Street. London, WI 
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‘Viules’ 
ingle-dose injections in 
disposable cartridges 


PIERCER DIAPHRAGM 


Wa 
GLASS CYLINDER 


oo 
“> 
.* 


PLUNGER DIAPHRAGM 


A new and important development in injection technique 


A new and improved injection technique 
has been made possible by ‘ Viules’ 
medical cartridges which have been intro- 
duced after considerable research and 
experiment by BOOTS PURE DRUG CO. LTD. 
*Viules’” are single-dose containers of 
stable sterile solutions and consist essen- 
tially of a cylinder of special glass sealed at 
both ends by rubber diaphragms; when 
inserted in a special all-metal syringe* one 
diaphragm acts as a plunger and the solution 
is expelled by means of a piercer needle 
through the other diaphragm. The cartridge 
therefore is a disposable syringe barrel con- 
taining the sterile solution ready for injec- 
tion and offers the following advantages 
over conventional injection technique ar no 
greater expense :— 
1. Ready for immediate use. 
2. No syringe breakage. 
3. Sterilisation procedures reduced to a 
minimum. 
4. Ease of injection. 
5. Ideal in emergency. 
The introduction of ‘Viules’ is a significant 
advance in the administration of injection 


solutions. The risk of syringe-transmitted 
infection is reduced and the cleaning, 
sterilisation and lubrication of glass syringes 
is obviated. 

The following range of ‘ Viules’ is now 
available; further additions are to be made 
shortly :— 

Atropine Sulphate gr. xh I 
Methyl Amphetamine 30 mg 5 
Morphine Sulphate gr.t 1 
Morphine Sulphate gr. 4 I 
Nicotinamide 50 mg I 
Nikethamide, B.P 2 
Pethidine Hydrochloride 50 mg I 
Pethidine Hydrochloride 2 
Procaine Penicillin 

Oily Injection 


100 mg 


600,000 units 
1.§ ¢.¢.) 


All available in carton of 6 and 100 cartridges. 


*A suitable all-metal syringe for use with ‘Viules’, 
known as the * Mitrex Syringe’, is manufactured by 
the Medical & Industrial Equipment Co. Lrd 


For further information concerning 
this new development, piease write to 
The Medical Dept., Boots Pure Drug 
Co. Ltd., Nottingham, England. 
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CIMI AC Gravitational Ulcers and Burns 


eam COMPOUND AMIVACRINE TULLE 


For the routine treatment of burns. wounds 
and varicose ulcers CIMLAC GAUZE is 
rapidly becoming recognised as a most 
effective antiseptic and healing agent. 


For the control of local pathogenic 

infections due either to Gram-positive or 
Gram-negative organism, CIMLAC GAUZE 
is a valuable and economical alternative to 
the more expensive sulpha drugs and 
anti-biotics and does not, as in the case 

of these drugs, encourage the development 

of resistant pathogens 

In the treatment of chronic varicose 

ulcers and pressure sores CIMLAC GAUZI 
makes a valuable contribution to healing and. 
in conjunction with supportive measures, 
ulcers which have resisted other forms of 
therapy have healed with remarkable rapidity. 


Prescribe FORMULA. Aminacrin. Hydrochlor. 0. 
CIMLAC GAUZI Hexywesorcine: 6.1 


ler ed ety relatin base 
hy name PRESCRIPTION PACK ; Carton containing 10 pieces 34° - 34°. 


CALMIC 


LIMITED 


Conforming to the specification for Compound Aminacrine 
Tulle of the Drug Tariff published by the Ministry of Health 


Literature available on request from the Medical Department: 
CALMIC LIMITED - MANUFACTURING CHEMISTS . CREWE ~ Tel. 3251-5 
=< ARSE) nnn 
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Preferred in intranasal therapy 











é PROTHRICIN 


ANTIBIOTIC NASAL DECONGESTANT 


Promotes drainage, PROTHRICIN’ Combines the antibiotic activity 
Iyrothricin, 0.02, and the vasoconstricting 


combats infection, relieves . ‘ 
on of ‘ Propadrin’® Hydrochloride, 1.§°>, in an 


congestion, aids respiration tonic buffered solution. It provides prompt 
tive relicf of nasal congestion accompanying 


eTiai infections 


i clinical package gladly supplied on request 


SHARP & DOHME LTD., HODDESDON, HERTS. 
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Bronchitis 
Winter Cough and 


Sequel 


Chere is a vast amount of evidence of the most 
posilive characte) proving the eblicacy ol \ngiers 
in sub-acute and chronic bronchitis. It not only 
relieves the cough, tacilitates expectoration, and 
tildad\s inilammnation. Dul il likhewuse HN pProves 
nutrition and etfectually overcomes the coustitu- 
tional debility so trequently associated with these 
cases. Bronchial patients are nearly always pleased 
with Angier’s and often Comment upon its sooth- 
ing. “comforting” effects. Lhe Lanhig La soothing 
properties ol Angier’s, its) favourable influence 
upon assimilation and nutrition, and its general 
tonic effects, make it eminently useful both during 
and atter influenza. It has a well-established 
reputation for efficiency in relieving the trouble- 
some laryngeal or tracheal cough, correcting the 
vastro-iiternal symptoms and combating the ner- 


Vous depression and debility. 


Angier’s Emulsion 


LERKENWELL ROAD, LUNDON, Et 
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In the management of gastro-intestinal 

disorders associated with hyperchlor- 
hydria, ** Milk of Magnesia’ Tablets have proved 
of outstanding value. 


Exerting an immediate and prolonged neutralis- 
ing action, ‘ Milk of Magnesia’ Tablets offer a 
valuable prescription to the physician for the 
treatment of simple digestive upsets, including 
gastritis and duodenitis, and equally so, for those 
cases where frank ulceration has occurred. 


Pleasantly mint flavoured and conveniently 
portable, they are always ready to hand when- 
ever the need of alkalisation arises. 


‘Milk of Magnesia’ 


Ir 


— 
oe 
po 
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Available in bottles of 30, 75 and 150 tablets. 


ToC tH Dili, Chonical Ca Hed 


1, WARPLE WAY, LONDON, W.3. 
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** Milk of Magnesia’ is the wade mark of Phillips’ preparation of magnesia. 
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RESPIRATORY CENTRE 


PULMONARY 
OEDEMA 


and 
BRONCHOSPASM 


CARDIAC 
FAILURE 


Versatility 
in controlling the various 


complications of Heart Failure 


/ Benger Laortoria| 


BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE ENGLAND 





Cardophylin . 
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Graph showing the 
buffering action of 
*Aluphos’ compared with 
other common antacids 
assuming that the 
equivalent of 100 mis. 
N/10 acid are present. 








In the PEPTIC ULCER PATIENT 


where hyperacidity must be controlled, 
provides effective pain relief 


but canpot atoduce urd tebound 
uphos (ALUMINIUM PHOSPHATE GEL) 
“ the new, non-constipating antacid 
Benger Laboratories 


BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE ENGLAND 
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FIBROSITIS 


Circulatory Progress 


A new approach to vaso-dilatation in the 


treatment of rheumatism and cllied conditions. 


*ALGIPAN” is a new and highly 
efficient surface-action cream for the 
relief of pain in such conditions as 
rheumatism, fibrositis, muscle spasm, 
strains and sciatica. Its success is 
due to the use of the penetrative 
agemt methyl nicotinate. This en- 
ables the powerful vaso-dilator hista- 
mine to reach deeper tissues below 
the skin and induce a prolonged, 
pain-relieving hyperemia. The glycol 
salicylate and capsicin exert a com- 
forting rubefacient action. 


The triple penetrative, warming and 


pain-relieving effect makes ‘ Algipan’ 








valuable for all types of rheumatic 
and muscular pains, whether acute or 
Strain or 


chronic or arising from 


injury Only very gentle surface 


friction is required. 


‘Algipan , 


* Trade Mark 


JOHN WYETH & BROTHER, LTD., 


* The Trade Mark is the property 


CLIFTON HOUSE, 


EUSTON ROAD, 


of Lahoratoires Mid, 


LONDON, N.W.i 


Paris , 
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AMPULLA 
OF VATER 





Stasis in the biliary tract can 





be both a contributory and 


exciting cause of gall-stones. 


Where a gall-stone diathesis 





exists a thorough flushing of 
| the gall-bladder and ducts, by an increased flow of bile, 
will result in the solution or washing away of cholesterol 
and the removal of this cause of stone formation. The 
natural bile salts in Veracolate* by their choleretic action 
encourage the production of normal bile, while the 
cholagogic action keeps the bile freely flowing. The 
carminative and cathartics combined with the bile salts 


in Veracolate promote peristaltic stimulation and ensure 
evacuation. 
| 


a 


een ~VERACOLATE 


cholate 1.07 gr., Ext. Casce ada 1 gr., 
: Phenolphthalein 0.50 gr wes 
0.04 gr Available in botties of 50 and 100 tablets 
Also in bottles of 500 tablets for dispens "g 
only. Not subject to P.T. on prescription, 











NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TC THE PUBLIC 


William 2.NARNER and @.~tta Cower Road.London W 4, 
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A NEW INHALATION ANASTHETIC 


‘NEOTHY L’ 


Brand of 


METHYL N-PROPYL ETHER 


Methyl n-propyl ether (under the name Metopryl) tried 
clinically in America with favourable results, is now manufactured 


by us in this country under our brand name of ** NEOTHYL” 


A series of Clinical trials in this country on ** Neothy!"’ brand 
of methyl n-propyl ether have now been concluded, and the 


results studied. 


The very promising properties revealed have encouraged us 
to increase the scale of manufacture. The purity of this product 
is as rigidly controlled as that of the purest diethy! ether for 


anzsthesia 


J. F. MACFARLAN & CO., LTD. 


A hry cen 109, ABBEYHILL, 
HERTS ‘ EDINBURGH, 8 
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[ NSOMNIA frequently presents a 

problem which cannot be effectively 
and safely solved by recourse to the use 
of hypnotics. 


In these circumstances ‘Ovaltine’ will 
often induce natural, restful sleep. This 
effect is especially valuable when sleep- 
lessness results from dyspepsia or neuras- 
thenia. Because ‘Ovaltine’ is so readily 
assimilated and metabolized, its use en- 
courages sleep which remains undisturbed 
overnight. 


‘Ovaltine’, prepared from highest quality 
natural foods, provides important “‘proxi- 
mate principles” and vitamins; delight- 
ful to taste, it is equally appreciated by 
children and adults. 

Vitamin Standardization 


per. oz. Vitamin, B,, 0.3 mg. ; 
Vitamin D, 2<0 iu Niacin, 2 mg 





Visit the ‘Ovaltine’ Stand No. 116 at 
the London Medical Exhibition, Royal 
Horticultural New Hall, Greycoat Street, 


| London, S.W.1 November 17th—2Ist. 
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A. WANDER LTD. 
Manufacturing Chemists 
42 Upper Grosvenor Street 
Grosvenor Square, London W.1 
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modern anti-peptic medication 


i 
PH ? 


Colloidal aluminium 

hydroxide, the active 

constituent of 

‘Alocol’, has now 

superseded the com- 

mon alkalis in the 

therapeutic treatment of 

gastric and duodenal ulcer. 

‘Alocol’ provides superior anti-peptic medication because it induces alteration 
of the gastric pH to a most favourable range without inhibiting normal 
digestion or effecting systemic alkalosis or ‘acid rebound’. It is entirely 
acceptable, non-irritant and non-toxic. It is prescribable in three forms 
Cream, 6°, collodial aluminium hydroxide ; 74 gr. tablets and powder. 


ALOCOL 


AN ADVANCED PRESCRIPTION 
FOR THE SYMPTOMATIC RELIEF OF PEPTIC ULCER 


a available ong a PACKINGS 
vequest 7 , ALOCOL’ CREAM : Bottles of 9 fl. oz 
40 fi. oz. and 80 fi. oz. (dispensing) 
A. WANDER LIMITED, ALOCOL’ TABLETS : Bottles of 60 and 
. r 120: 250 and 1,000 ispe " 
42 Upper Grosvenor Street, ne eet 
J ALOCOL’ POWDER : Bottles of 100 gm 
Grosvenor Square, London W.1 <3 and 250 gm. ; | Ib. (dispensing) 
M.371 


GUNS) forms 0“ Alocol’ ore permissible on E.C10 <p rn 
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FREE FROM PAIN 


kB 





*Physeptone’ provides freedom from pain without 
drowsiness or confusion. More potent than morphine, *‘Physeptone’ 
does not dull the mind or give rise to constipation. It is unrivalled 


for the continuous relief of severe pain in the chronic sick. 


‘PHYSEPTONE? 


THE ESTABLISHED ANALGESIC 


widest BURROUGHS WELLCOME & CO, (The Wellcome Foundationics) LONDON 
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ZALANOIDS 


Amisyn 
Tablets 


COMBINING 





@ ACETOMENAPHTHONE BP, 10 mg 


@ NICOTINAMIDE B.P. 50 mg. 


FOR 
Chilblains 


Write for literature and 
samples to 





THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTD.) 
LINDSEY STREET, LONDON, E.C.! 


Telephone : CLERKENWELL 90!! 


ARMOSATA-PHONE'’ LONDON 








THE PRACTITIONER 




















as oe il ty Tate 


*Homicebrin’ simplifies the prophylactic 
administration of the water soluble and fat 
soluble vitamins. It is specially designed for 
infants and children. 


“Homicebrin'’ is extremely palatable and is 
miscible with milk, water and fruit juices. If 
desired it may be stirred into cereals or other 
foods. 


‘HOMICEBRIN’? ::.xo 


Homogenised Vitamins A, B,, B,, C and D. 
Supplied in bottles of two and four fluid ounces 


. 
TRADE MARK ; 


LILLY AND COMPANY LIMITED, BASINGSTOKE 
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WHATEVER the final verdict concerning the advantages and disadvantages 
of special hospitals, St. Mark’s Hospital for Diseases of the Rectum and 
Colon provides an outstanding example of the advantages 

The to be derived from the existence of such a hospital. The 
Symposium brilliant series of reports on carcinoma of the rectum and 
colon which have issued from this hospital during the last 

quarter of a century have given it an international status second to none. 
It is from his active participation in this work that Mr. Naunton Morgan, 














in our opening article this month, reviews the problem of ‘cancer of the 
rectum’. Ulcerative colitis may not be a common condition, but its con- 
tribution to the sum total of human misery is out of all proportion to its 
incidence. The care of such a patient all too often taxes the ingenuity of 
even the most conscientious and understanding of practitioners. It is as easy 
to ‘over-treat’ as to ‘under-treat’; the patient’s morale is so dependent upon 
intelligent and sympathetic handling, and the decision as to when surgery 
is indicated can be so difficult. All these aspects of the problem are dis- 
cussed in an essentially practical manner by Dr. W. I. Card in his article. 
‘Piles’, bleeding or otherwise, are among the common complications of 
human life, and yet how often are they inadequately investigated and 
treated. To those who consider that there is nothing new to be said on the 
subject, we recommend Mr. Ian Fraser’s article on ‘the treatment of hamor- 
rhoids’. In ‘diverticulosis and diverticulitis’, Dr. A. H. Douthwaite sum- 
marizes the important points in the diagnosis and treatment of these two 
conditions. “The care of a colostomy’, by Dr. C. Allan Birch and Mr. T. 
Max Pemberton, is a comprehensive and practical review of a problem 
which is usually ignored in textbooks and lightly passed over in medical 
schools. Finally, practitioners will find Dr. Martin Bodian’s article on 
‘Chronic Constipation in Childhood’ of particular interest as showing the 
radical change in outlook and treatment that has resulted from recent work 
on Hirschsprung’s disease in America and, in this country, at ‘The Hospital 
for Sick Children, Great Ormond Street. 


3 
in this country. In that year the use of coal (sea-coal from Newcastle) was 
prohibited in London. The intervening centuries have wit- 

Smoke nessed many vicissitudes in the progress of the campaign for 
Pollution a cleaner atmosphere, but, in spite of the accelerated progress 
during the present century, ‘there is still an urgent necessity 

for improvement. This was particularly well brought out by two papers 


IT was in 1272 that the first law against smoke pollution was promulgated 
Ja £ g 
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read at the recent annual conference of the National Smoke Abatement 
Society. In his presidential address, Dr. F. E. Tylecote, Professor-Emeritus 
of Medicine in the University of Manchester, pointed out that the Fuel 
Research Station estimates that the quantity of sulphur emitted from the 
combustion of coal is about 24 million tons a year, resulting in 5 million 
tons of sulphur dioxide. At the present price of {25 per ton for sulphur, 
‘we therefore arrive at the huge figure of {62,500,000 per annum lost in 
the air every year, plus the incalculable value of the lost and damaged 
vegetation and property, and also plus the value of the lost and damaged 
health, as the annual waste loss value of sulphur’. And yet scientists are 
refused permission to take money out of the country to allow them to attend 
international conferences on the Continent! 

The other striking comment was that made by Dr. Percy Stocks in his 
paper on ‘air pollution and cancer of the lung’: ‘It is safe to say, I think, 
that the statistical facts we have estimated so far fit in well with the hypo- 
thesis that atmospheric pollution by domestic smoke is an important factor 


in the genesis of lung cancer and that tobacco smoking is superimposed 
upon it as another important factor’. In view of authoritative statements 
such as these, it is difficult to understand the apparent complacency with 
which successive Governments have regarded this urgent national problem. 
If politiciang were to give a little more attention to major hazards to health 
such as this, and a little less attention to placating the electorate with facile 
promises of Utopias just round the corner, the outlook for the health of the 


nation, as well as for the success of the National Health Service, would be 
very much brighter. 


‘THe changing age incidence of the population is rapidly bringing to a head 
the problem of the age of retirement. ‘Three Members of Parliament point 
out in a recently published and able review of the subject* that 

Retiring a hundred years ago for every old person (i.e., over the age of 
Ages sixty-five) there were nearly thirteen of working age; today 
there are only six, whilst in another twenty-five years it is esti- 

mated that there will be only four people of working age for every old 
person. Mr. Kenneth Thompson and his colleagues piquantly sum up the 
prospect by saying that this means that ‘it would probably not be an exag- 
geration to say that in twenty-five years’ time every man and woman at 
work will be devoting more than twelve hours a week to producing goods 
and services for consumption by old people who have retired from work’. 
We are not concerned here with the economics of the situation, but there 
are two aspects of the problem in which practitioners have a particular 
interest. One is from the point of view of the health of their patients; the 
other is from the more personal angle. There is little doubt that the present 





**The Care of Old People’, by Kenneth Thompson, M.P., John Vaughan- 
Morgan, M.P., and Angus Maude, M.P. London: Conservative Political Centre, 
1952. Price 6d. 








THE MONTH 481 


policy of a compulsory retiring age, irrespective of the physical and mental 
status of the individual, is having a deleterious effect upon the health of 
many of those concerned. Current policy in this matter has not kept pace 
with increasing expectation of life, and there is no doubt that men and (to 
a lesser extent) women are being retired at an age when they are still perfectly 
well able to continue at work. The geriatric problem, about which we hear 
so much these days, would be considerably lessened if men and women 
were allowed, or rather encouraged, to remain at work as long as their 
health permitted. From the personal point of view, doctors, like members of 
most of the professions, have a close personal interest in this problem because 
of the financial aspects. There are very few practitioners today who can 
look forward with equanimity to the prospect of retiring at the age of 
sixty-five, simply because of the lack of adequate financial sources. Current 
incomes from superannuation policies and pension schemes are, in the vast 
majority of cases, inadequate, and there are few things more demoralizing 
for old age than worry as to how to make ends meet. If that rugged in- 
dependence which is one of the secrets of a happy old age, is to be retained, 
then, not state subsidy, not private charity, but a self-earning existence is 
the solution. 


It will be no news to experienced general practitioners, or paediatricians, 
that many of the children in this country wear ill-fitting shoes. ‘The precise 
incidence of this unfortunate state of affairs, however, has 

Shoes __ seldom been investigated. This gap in our knowledge has now 
and Feet been filled. The Somerset County Education Department has 
carried out a survey which has shown that of the 1,800 children 

whose footwear was examined, only 27 per cent. were wearing the correct 
size. Sixty per cent. were wearing shoes between a half and two-and-a-half 
sizes too small, whilst the remainder had footwear between a half and two 
sizes too large. It would be interesting to know whether these figures are 
applicable to other parts of the country, and a comparison between rural 
and industrial areas and between public and state schools would be par- 
ticularly useful. Whatever the result of such surveys, however, it is disturb- 
ing to learn that, even in one area, only one-quarter of the children of school 
age should be wearing shoes of the correct size. Like so many problems 
which face the medical profession, this one is not purely a medical one. 
In the past the shoe manufacturers have been blamed for not supplying an 
adequate variety of widths for each size. Today, this criticism is rarely 
valid, as the more responsible shoe manufacturers have taken active steps 
to ensure that their range of shoes corresponds to the shapes of all but the 
oddest of feet. ‘The other factor is the financial one. In a cri-de-coeur, which 
will be echoed by many other mothers throughout the country, a corres- 
pondent to The Times has recently pointed out that ‘to ensure perfect fit’ 
her children’s shoes ‘need renewing every three or four months. Is it to 
be wondered at that parents buy shoes too big and let the children continue 
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wearing them when they are too small?’ Perpetual ‘perfect fit’ is obviously 
an ideal which can seldom be attained except by a very small section of the 
community. On the other hand, general practitioners and school medical 
officers can obviously do much by means of education. The extent of the 
problem is well demonstrated by the results of the investigation in Luton 
recently reported by R. M. Dykes and his colleagues (Medical Officer, 1952, 
87, 223, 235). As a result of a questionnaire they found that of over 8000 
individuals who cooperated, 37 per cent. complained of defects of the feet, 
and of the defects 63 per cent. were deformities of the forefoot, i.e., de- 
formities usually ascribed to faulty footwear. If attention were focused on 
gross examples of misfitting, due either to shape of shoe or shape of foot, 
much of this permanent damage in later life could be prevented. 


‘THE hematologist as detective is a conception which has never been fully 
exploited by the modern successors of Conan Doyle, but the anthropologists 
have been quick to realize the possibilities of hamatology as 

‘My Dear an aid to solving some of their problems. The latest develop- 
Watson’ ment, as briefly outlined in the Seventh Report of the Nuffield 
Foundation (see also p. 580) is a fascinating story. ‘I'wo features 

peculiar to African blood are the occurrence of a sickle-cell trait in a certain 
proportion of individuals and the occasional presence of an unusual com- 
bination of Rhesus blood groups (R,). The possible application of these 
observations to the elucidation of the theory that Africans are, in part, of 
Asiatic origin was suggested by Dr. H. Lehmann. The Nuffield Foundation 
made him a grant to investigate the blood of certain primitive tribes of 
Southern India, including the Veddians. The investigation revealed the 
exceptionally high figure of 31 per cent. for the incidence of the sickle-trait 
in these tribes, which represents a gene-frequency of 0.171. In Africa 
comparably high figures have only been found in a few Bantu tribes which 
show no living memory of migration. None of the Veddians tested, how- 
ever, showed the R, Rhesus combination. “The obvious conclusion to be 
drawn is that the sickle-trait cannot have been brought to India from Africa 
(because an influx of Africans into India would have brought also their 
peculiar Rhesus combination), but that the trait most probably entered 
Africa from Asia.’ An equally interesting observation was that, compared 
with other South Indians, not only did the Veddians show the high frequency 
of sickle-cell trait; they also have a higher frequency of blood group A, 
a lower one of blood group B, and possess the Rhesus blood group Rz which 


is very rarely found except in communities having links with Australia. 
As the Nuffield Foundation Report points out, therefore, ‘Dr Lehmann’s 
investigation seems to show that the sickle-cell trait connects the Veddians 
with Africa and that their Rhesus blood-groups point to connexion with 
Australia’. 
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By C. NAUNTON MORGAN, M.B., F.R.C.S. 
Surgeon, St. Bartholomew's Hospital, St. Mark’s Hospital for Diseases of 
the Rectum and Colon, and the Hospital for Tropical Diseases. 


THE rectum is one of the most common sites for the development of a 
carcinoma. In the female, after the cervix and breast, the rectum is the next 
most frequent situation, and in the male, carcinoma of this viscus is only less 
common than that of the stomach. Approximately 12 per cent. of all malig- 
nant growths in the body arise in the rectum, sigmoid colon or anus, and 
between 75 and 8o per cent. of all intestinal cancers occur in these situations. 
In the large intestine, the rectum and rectosigmoid are by far the most 
common regions in which a carcinoma may arise (60 to 80 per cent.). ‘The 
Registrar-General reports 6,371 deaths from carcinoma of the rectum, in 
England and Wales in 1949. 
Adenocarcinoma is found to involve the lower, middle and upper thirds 
of the rectum in about equal frequency and starts 
on any aspect of the bowel wall. In approximately 


52 per cent. of instances the lower edge of a 


rectal carcinoma is less than 10 cm. distant from 
the anal orifice. 

Carcinoma of the rectum occurs most fre- 
quently between the ages of forty and seventy, 
and is commonest in the sixth decade. Although 
this condition is rare in early life, between 4 and 
7 per cent. of cases are found in patients under 
the age of thirty. An analysis of 1000 cases by 
Dukes showed that carcinoma in this region was 
twice as common in the male as in the female. 
The growth appears to start earlier in women, 
and in this sex the most advanced growths are 

Fic. 1.—Focus of carcinoma usually encountered, and lymphatic involvement 
ina pedunculated polyp. —_jg found to be present in about 10 per cent. more 
of the specimens examined. 

‘The work on pre-cancerous changes in the colon and rectum by Lockhart- 
Mummery and Cuthbert Dukes, twenty-five years ago, established the fact 
that the majority of carcinomas arise in a pre-existing area of hyperplasia of 
the mucous membrane or an innocent adenoma. Dukes has shown the 
common association between a carcinoma of the rectum and adenoma or the 
areas of hyperplasia, and has demonstrated the development of carcinoma in 
an innocent adenoma (fig. 1). Areas of hyperplasia or adenomas are often 
multiple, and the large intestine is one of the most common sites for the 
development of more than one primary tumour; multiple growths being 
found in about 3.5 per cent. of specimens examined. 

Familial adenomatosis of the large intestine, in which there is an inherited 
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tendency for the development of areas of hyperplasia with formation of mul- 

tiple adenomatous polypi, not infrequently leads to the development of a col- 

onic or rectal carcinoma. Figure 2 illustrates the family history of such a case. 
In its earliest stages carcinoma of the rectum is thus a local disease, so that 

early diagnosis and removal 

of all adenomas will improve 

the results of surgical treat- 

8 ASE 

SPREAD OF CARCINOMA Y ( 

1926 928 1932 194) 1922 1933 1995 1938 1942 1944 1946 
OF THE RECTUM 
Much has been learned in TRANSMISSION BY AFFECTED MEMBERS ONLY 
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rectum. The work of Gabriel 1G. 2.—Chart of family affected by familial intestinal 


polyposis. 
Dukes, and Bussey (1935) in 
this country, and Gilchrist and David (1947) in America has furnished much 
important information. 

The growth extends in a centrifugal manner, but spread around the bowel 
wall occurs somewhat more rapidly than in the longitudinal axis. Ernest 
Miles estimated that growths of the rectum became completely annular in 
eighteen months to two years. There is little invasion of the submucous 
lymphatics except where the growth is of a high grade of malignancy. As the 
lesion enlarges its centre tends to become ulcerated and the growth pene- 
trates the wall of the bowel and involves the perirectal tissues. 

Cuthbert Dukes, at St. Mark’s Hospital, has classified carcinoma of the 
rectum on the basis of ex- 
tent of spread into three 
main stages—A, stage 1 
B, stage 2; C, stage 3; 
(fig. 3; fig. 4a, b, c, d). 

Implantation of a 
rectal carcinoma may 
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also occur, either at 
operation or may be 
found extending down a 
fistulous track. 
Lymphatic spread. 
Extension into the lym- 


1G. 3.—Classification of rectal cancer on basis of extent of phatics occurs in a little 
spread. (A) Growth limited to wall of rectum. (B) 2 : = a 
Extension of growth to extra-rectal tissues but no nace than 50 per cent. 
metastases in regional lymph nodes. (C) Metastases in of cases. It rarely starts 
regional lymph nodes. until the rectal growth 


has infiltrated the bowel and reached the perirectal tissues (B case). An 





3. 4a. 


3. 4c. 


CARCINOMA OF THE RECTUM 















































e 
Carcinoma of rectum. Stage 1 or A case. Growth confined to muscle coat. 


No extra-rectal spread or lymphatic metastases 


. 4b.—Carcinoma of rectum. Stage 2 ‘or B case. Local spread into perirectal fat but 


no lymphatic metastases. 

Carcinoma of rectum. Stage 3 or C case. Metastases present in regional 
lymphatic glands only. 

;. 4d.—Carcinoma of rectum (anaplastic). Stage 3 or C case. Metastases present in 
all hemorrhoidal glands up to point of ligature of inferior mesenteric vessels. 





486 THE PRACTITIONER 





ulcerative growth is more likely to involve the lymphatics earlier than one 
which is hypertrophic and protrudes into the lumen of the bowel. The size 
of the growth alone is no certain indication of the possibility of lymphatic 
spread, since a tiny neoplasm of a high grade of malignancy may have very 
extensive lymphatic metastases. 

The important work of Miles in 1g08 on the mode of spread of carcinoma 
of the rectum is the foundation upon which the surgical treatment of cancer 
of the rectum is based. ‘The most constant and commonest lymphatic path- 
way is upwards along the lymphatics accompanying the superior hamor- 
rhoidal and inferior mesenteric vessels. ‘The malignant cells usually pass 
upwards from gland to gland, and it has been found that malignant growth 
skips an intervening lymphatic gland in less than 4 per cent. of specimens 
examined. 

Downward and retrograde lymphatic spread is not common except in 
advanced cases or where the growth is anaplastic. In an analysis of 836 
specimens by Dukes, downward lymphatic or venous spread occurred in 
about 4 per cent. of operation specimens and extended beyond 5 cm. below 
the lower edge of the growth in only 2 per cent. Growths of high malignancy 
accounted for three-quarters of the specimens which showed downward 
spread. Gilchrist and David (1947) also reported that in 4.3 per cent. there 
was downward spread to a distance of from 1 to 5 cm. 

1 That portion of the rectum which lies below the level of the pelvic 

peritoneal reflection is ensheathed in the pelvic fascia and grasped by a 
portion of the levator ani muscle. In this region outward or lateral lymphatic 
i spread readily occurs along the pelvic fascial planes (including the lateral 
ligaments of the rectum), and also into the levator ani muscles and the 
lymphatics accompanying the middle hemorrhoidal vessels. Although there 
is little direct pathological evidence regarding the frequency of lateral 
spread, it is known that the prognosis for growths, with lymphatic involve- 
ment, situated below the peritoneum is onlyhalf as good as for those cases 
in which the growth is situated above the level of the peritoneal reflection. 
Further, the survival rate for infraperitoneal growths without lymphatic 
spread is lower than for similar growths above the peritoneal reflection. 
Gilchrist and David (1947) have shown that the local recurrence rate for 
growths with lymphatic metastasis situated below the peritoneal reflection 
is 23 per cent., as compared with 3.6 per cent. for similar growths lying 
supraperitoneally. These facts suggest that lateral spread is an important 
factor when the lesion is situated below the peritoneal reflection, and wide 
excision of the levator ani muscles, pelvic fascia and ischiorectal fat en bloc 
is essential, in addition to wide removal of the upward lymphatic field. It is 
paradoxical that growths situated low in the rectum, and therefore most 
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easily felt, have in general the worst outlook. 

Following Broders’ histological classification of carcinoma, Dukes has 
classified rectal carcinoma histologically into four main groups—low, high 
and average grade, and finally, colloid carcinoma. As might be expected, a 
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neoplasm of high-grade malignancy will involve the lymphatics more often 
than one of low-grade malignancy, and from an investigation of 1,807 cases 
Dukes found that whereas neoplasms of low-grade malignancy showed 
lymphatic involvement in 18.4 per cent., those of high-grade malignancy 
exhibited lymphatic involvement in no less than 78.2 per cent. of specimens 
examined (Dukes, 1948). The grade of malignancy thus has a marked effect 
on the prognosis. Colloid carcinoma also has a poor prognosis when there 
is spread to the lymphatic glands. 

In addition to the lymphatics, malignant cells may invade the veins, and 
may pass into the portal system to the liver. In operation specimens ex- 
amined at St. Marks’ Hospital, venous spread was found in about 15 per 
cent., and might occur immediately the growth has invaded the submucosa. 
Venous spread is approximately ten times more common in growths of 
high-grade malignancy than in carcinomas of low-grade malignancy. Growth 
may extend both upwards and downwards in the rectal veins, and re-erupt 
from the veins back into the rectal wall at several places. Venous spread is 
usually associated with lymphatic extension but does not necessarily indicate 
hepatic metastasis. 

SYMPTOMS 
The earliest symptoms of carcinoma of the rectum are so slight and trivial 
that they are often disregarded by the patient, and unfortunately sometimes 
by the doctor. A careful history will help in diagnosis but a thorough ex- 
amination as soon as possible in all cases complaining of even the slightest 
rectal or bowel symptoms is absolutely essential. 

The average duration of symptoms before the patient presents himself at 
hospital for treatment is 8.3 months at a General hospital and from four to 
eight months at a Special hospital (Angel and ‘Todd—personal communica- 
tion). The constitutional effects of a carcinoma of the rectum are late in their 
appearance, and loss of weight and energy, cachexia and anemia usually 
mean a poor prognosis, except in the rare instances when the growth has 
become secondarily infected and there is a good deal of septic absorption. 

The length of history does not always indicate the gravity of the situation 
since a quickly growing neoplasm with its poor prognosis may produce 
symptoms sooner than a more slowly growing tumour. Bleeding is the 
earliest symptom and occurs in three-quarters of the cases, but the amount of 
blood is often a mere streak. The passage of blood-stained mucus occurs 
when the growth is hypertrophic. A soft seaweed-like villous tumour pro- 
duces large quantities of watery mucus. 

The history of a change in bowel habit or the sensation of incomplete de- 
fecation can often only be elicited by careful questioning and is present in 
one-half of the cases. The patient should be asked not only how often he 
passes a motion but also how frequently he has even the slightest desire to 
do so. The onset of slight urgency, especially in the morning, may be passed 
unnoticed unless careful inquiry is made. 

Obstructive symptoms with abdominal discomfort, slight distension, colic, 
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or alternating constipation and diarrhcea, occur most often when the growth 
is situated in the upper third of the rectum or rectosigmoid. When the 
neoplasm is in the middle third or rectal ampulla, tenesmus and the 
passage of frequent small stools are more usual. 

Pain is not a common symptom of carcinoma of the rectum, but when the 
growth is low and involves the anal canal pain occurs early. 


DIAGNOSIS 
It will be noted from table 1 that only 12.6 per cent. of specimens examined 
at St. Marks’ Hospital were early growths involving the rectal wall alone. 
Early diagnosis can only be made by thorough and careful examination of 
the whole rectum. It is a duty in all cases to examine the rectum without 
delay. A recent investigation of cases of carcinoma of the rectum presenting 
themselves at a general hospital shows that digital rectal examination had 
not been performed by the practitioner in two-thirds of the patients (Todd— 
personal communication). The habit of always carrying a few finger cots in 
a waistcoat pocket will obviate any excuse to postpone digital examination. 

On inspection of the anal orifice a squamous-celled carcinoma or an 
adenocarcinoma presenting at the anus may occasionally be seen. ‘Thorough 
digital examination will reveal the presence of a tumour in 80 per cent. of 
cases. A carcinoma may be felt either directly with the finger, through a fold 
of mucous membrane or the whole thickness of the bowel wall. The finger 
should palpate the whole of the rectal wall and be inserted as high as possible, 
so that the web between the first and second finger is pressed firmly against 
the anus. Slow but deliberate movement will produce less pain and dis- 
comfort. In order to examine the upper reaches of the rectum, the patient 
should finally be asked to strain down while the finger is inserted as high 
as possible. Bimanual abdomino-rectal examination is also of value, and 
in women bimanual vaginal examination should always be performed 
together with bidigital recto-vaginal examination. 

The firm or hard everted edge of a malignant ulcer may be found pro- 
jecting from the smooth, supple mucous membrane of the rectum or, in the 
case of a hypertrophic neoplasm, a cauliflower-like tumour will be felt. ‘The 
difference in the consistency between the normal mucosa and the tumour is 
easily distinguishable. Any slight induration in the mucous membrane will 
require thorough investigation, since an anaplastic tumour may present as a 
submucous induration or nodule. Sometimes permeation of the lymphatics is 
palpated as a linear, submucous, cord-like ridge. An adenoma of the rectum 
is slightly firmer than the normal rectal mucous membrane, is discrete and 
may be pedunculated. It is relatively soft and usually irregular and moves 
freely with the mucosa. 

On withdrawing the finger, the presence of blood should be noted. Blood 
from a malignant growth is often dark in colour and has a characteristic 
odour. 

Proctoscopy and sigmoidoscopy should next be carried out without any 
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previous preparation or anesthesia. The sigmoidoscope may not only dis- 
cover a lesion beyond the reach of the finger but it may also reveal a tiny 
fleck of blood in the rectosigmoid region suggesting a lesion higher in the 
large intestine. This finding indicates the need for further investigation by 
a barium enema. X-ray examination, however, should not be employed 
without previous palpation and endoscopy. Many carcinomas of the rectum 
have been overlooked by barium enema examination, which were easily 
diagnosed by digital rectal examination. 

In cases of doubt, especially if blood is found in the upper reaches of the 
rectum, repeated examination may be necessary. Sometimes a lesion may 
be seen on sigmoidoscopy if the patient be examined immediately after a 
bowel action. 

Biopsy is carried out in all cases, since thereby the diagnosis is confirmed 
and some indication of the histological grade of the neoplasm may be 
obtained. Palpation of an indurated area in an otherwise soft and spongy 
villous tumour is of importance, since a malignant portion of the tumour 
may be missed by the biopsy punch (fig. 5). In fact, in such cases digital 


oe 








Fig. 5.—Biopsy punch which may be rotated 
in the detachable handle (Vann Bros.) 


examination may be of more value in the diagnosis of malignant change 
than a biopsy. 
DIFFERENTIAL DIAGNOSIS 

Although in a large majority of cases the diagnosis of carcinoma of the 
rectum is rarely in doubt, occasionally other tumours involving the rectum 
may cause difficulty in diagnosis. Diverticulitis of the rectosigmoid region of 
the bowel may extend downwards into the upper portion of the rectum and 
produce a mass palpable on rectal examination. In these cases, sigmoid- 
oscopy often shows marked oedema, reddening and fixity of the bowel wall, 
and a barium enema will usually decide the diagnosis. Sometimes, however, 
it is impossible to distinguish between a carcinoma and diverticulitis, 
and occasionally the two may coexist. Endometriosis, granulomas due to 
ameebiasis, actinomycosis, tuberculosis, or Crohn’s disease are uncommon 
but may lead to difficulty in diagnosis. A careful history, examination of the 
stools and biopsy will usually reveal the true state of affairs. A rapidly 
growing anaplastic tumour with extensive submucous spread may easily be 
mistaken for a sarcoma, and biopsy then is the only means of distinction. 

Infiltration of the pelvic peritoneum or cellular tissues by deposits from a 
carcinoma of the stomach, large intestine, ovary or breast may easily be 
misdiagnosed as a carcinoma of the rectum. Occasionally a carcinoma of the 
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sigmoid colon lying in the pelvis may become adherent to, and involve, the 
rectum. Chronic pelvirectal cellulitis, parametritis or a carcinoma of the 
prostate may also give rise to a mass involving the rectal wall or perirectal 
tissues. 
TREATMENT 

At present the best treatment for the majority of carcinomas of the rectum 
is a radical surgical removal by combined excision. ‘The terminal stages of a 
patient with a carcinoma are so distressing that every effort should be made, 
if possible, to remove the primary lesion even though there is no chance of 
cure. Removal of the primary lesion has proved to be the best form of pallia- 
tive treatment. 

Operability: (resectability).—Unless there is clinical evidence of wide- 
spread metastases, such as ascites, extensive liver secondaries or deposits 
elsewhere, such as in the lungs, the majority of cases of carcinoma of the 
rectum should not be considered inoperable until abdominal exploration 
has been carried out. Unless this is performed, accurate assessment of the 
degree of spread of the neoplasm is impossible and examination under an 
anesthetic alone may not give an exact picture of the extent of local fixity. 

When the abdomen is opened it is sometimes difficult to be sure of the 
extent of local spread, since perirectal inflammation may be indistinguish- 
able from growth. For this reason, unless there are widespread peritoneal 
deposits or the liver is extensively involved in growth, a trial dissection should 
be carried out on the fixed aspects of the tumour before condemning the case 
as inoperable. A surgeon may often be rewarded by such a trial dissection. 

‘Lhere is evidence that removal of the primary tumour, even when there 
are a few secondary deposits in the liver, will prolong life, and it is felt that 
when more than one-half of the liver substance is free from growth, it is 
justifiable to do a palliative removal of the primary neoplasm. Occasionally 
a localized deposit in the left lobe of the liver warrants partial hepatectomy. 
In the female, involvement of the uterus is no bar to excision, and hysterec- 
tomy should always be carried out en bloc with the rectum when it is 
necessary. In certain circumstances, when the patient is otherwise well, a 
growth adherent to the bladder may be excised together with a part or the 
whole of this organ and the ureters transplanted into the colon. Adherent 


loops of small or large intestine may require excision and do not in them- 


selves make the growth inoperable. 

It is especially for these advanced cases that the operation of Synchronous 
Combined Excision, in which two surgeons work at the same time, one in the 
perineum and the other in the abdomen, is ideal (Lloyd-Davies, 1939; 
Lloyd-Davies and Naunton Morgan, 1950). 


As a result of employing this technique of combined excision, the operability rate 
(resectability rate) in 287 personal cases, which include all cases of carcinoma of 
the rectum seen between 1945 to 1950, was 94 per cent. (270 in 287 cases). In this 
series the operative mortality rate for synchronous combined excision in 202 con- 
secutive operations, owing to the unselfish and skilful help of my colleagues, was 
5.4 per cent. The mortality rate in 180 of these 202 cases which were treated at 
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St. Marks’ Hospital was 4.4 per cent. The 68 remaining cases of carcinoma of the 
rectum not removed by combined excision were operated upon by other methods of 
excision or resection (Naunton Morgan, 1951). 


Restorative and conservative operations.—-Downward spread in the lym- 
phatics and veins is infrequent, so that in certain circumstances, in carefully 
selected cases, it is justifiable to resect a rectal carcinoma together with its 
upward field of lymphatic drainage and restore continuity, so obviating a 
permanent colostomy. Such operations should only be contemplated when 
the growth is early, is of low grade of malignancy, and when it is possible to 
excise at least 5 cm. of the rectum, together with its mesorectum, below the 
lowest margin of the carcinoma. As already mentioned, there is an increased 
risk of local recurrence from lateral lymphatic spread when the rectal growth 
is situated below the level of the pelvic peritoneum, so that restorative pro- 
cedures should only be performed for growths above the pelvic peritoneal 
reflection. At the present time at St. Marks’ Hospital, in addition to the 
foregoing desiderata, it is felt that the lower margin of the rectal growth 
should not be less than 10 cm. from the anal orifice. 

A restorative procedure must allow of complete continence following the 
operation, and thus itrapelvic abdominal resection with anastomosis or 
occasionally abdomino-anal resection is recommended. 

A pedunculated adenoma which has undergone malignant change is 
readily removed with a Frankfeldt diathermy snare. In such a case, if 
microscopic examination of the pedicle reveals no evidence of malignant 
infiltration, no further operation is performed, but the patient must be kept 
under close observation. 

Especially when the growth is incurable owing to hepatic metastasis, 
restoration of continuity should be carried out provided that the primary 
growth can be completely removed. 

About 20 per cent. of growths, including palliative resections, appear 
suitable for restorative procedures, but a cautious attitude is adopted until 
sufficient time has elapsed in order to assess the full value of restorative 
operations (Naunton Morgan and Lloyd-Davies, 1950). 


INOPERABLE CARCINOMA 
Diathermy excision.—-When a low-lying growth is locally inoperable or the 
patient is unlikely to survive radical operation, repeated diathermy removal 
will usually improve the patient’s symptoms and is of value. In the aged and 
infirm, complete diathermy excision of a small carcinoma lying below the 
level of the peritoneal reflection may be justifiable. 

Palliative colostomy.—Except when acute intestinal obstruction super- 
venes, a colostomy rarely improves the patient’s lot and should be avoided 
unless local diathermy or x-ray treatment is also to be carried out. 

X-ray treatment.—Although the majority of rectal carcinomas are radio- 
insensitive, carefully planned irradiation by high voltage x-rays will often 
reduce the size of the growth and make the patient more comfortable by 
diminishing the discharge and tenesmus. 
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Intractable pain.—-In suitable cases, chordotomy should be recommended. 
Intrathecal injection of alcohol is generally uncertain in its effects and may 


easily produce urinary retention. 


PROGNOSIS FOLLOWING COMBINED EXCISION 
As may be imagined, the prognosis largely depends upon the extent of the 
growth found at operation and its grade of malignancy. Table 1 shows the 
marked difference in the survival rate of early and late cases. About 50 per 
cent. of all carcinomas of the rectum treated by radical combined excision 


TABLE I 





Incidence of A, B and C cases, and Prognosis 





Group Operation Untraced | Died in less Alive at Percentage of 5 
survivals (as dead) | than s vears 5 years vears’ survivals 


46 39 
(12.6 per cent.) 


122 


(33.3 per cent.) 


195 
(54.1 per cent.) 


Total 366 4 179 183 50.0 











Incidence and prognosis of A, B and C cases of carcinoma of the rectum. 
(From the Pathological Department, St. Marks’ Hospital, London) 


can be expected to be alive at the end of five years, whereas when lymphatic 
metastases are present (C cases) the five-year survival rate is about 33 per 
cent. When there are no lymphatic metastases (A and B cases) about 70 per 
cent. of cases survive five years. Anaplastic tumours, owing to their rapid 
spread and frequent and early involvement of lymphatics and veins, have a 


poor outlook. 

CONCLUSION 
Modern advances in surgical technique and in preparation and postoperative 
care have produced better results in the treatment of carcinoma of the 
rectum. Until more is known of malignant disease, the surgical treatment of 
carcinoma of the rectum can further be improved by earlier diagnosis. 


I wish to thank Dr. Cuthbert Dukes and Mr. H. J. R. Bussey, of the Pathological 
Department of St. Mark’s Hospital, for their assistance in providing the illustrations 
and table. 
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ULCERATIVE COLITIS 


By W. I. CARD, M.D., F.R.C.P. 
Physician, Medical Unit, Northern Group Regional Hospitals, Edinburgh ; 
Senior Lecturer, Department of Medicine, University of Edinburgh. 


ULCERATIVE colitis is the term applied when inflammation and ulceration 
of the colon are present but no specific organism can be found. 


ETIOLOGY 

The etiology of ulcerative colitis is unknown. The appearance of the bowel 
as seen by endoscopic examination irresistibly suggests an inflammation, 
and naturally much work has gone into a search for a specific infecting 
organism. ‘This search has so far proved fruitless. It has been thought that 
ulcerative colitis was a sequel to a dysenteric infection, but although many 
thousands of soldiers suffered from bacillary dysentery in the 1939-45 war, 
there has been no corresponding increase in the number of cases of chronic 
ulcerative colitis. Occasionally a patient dates the onset of his disease to an 
attack occurring in a tropical climate that might well have been a bacillary 
dysenteric infection. There seems, in fact, to be no distinction between 
ulcerative colitis and chronic bacillary dysentery, except that in the latter 
a specific organism can be grown. It therefore seems simplest to regard 
ulcerative colitis as due secondarily to a non-specific inflammation of the 
colon that occurs once the initial barrier which prevents the ingress of 
organisms has been broken down. Here, a parallel may be drawn with the 
etiological problem of peptic ulcer in the stomach, in which peptic digestion 
seems to occur when the normal barrier opposing self-digestion has gone. 
What factor in the colon normally prevents the ingress of organisms is not 
known. It is possible that mucus has here as important a protective réle as 
it has in the stomach. 

In searching for a cause for this breakdown, a number of psychological 
studies have been made, and ulcerative colitis has been classed by some as 
a ‘psychosomatic’ disease. There is, of course, no doubt of the neurotic 
attitude of many patients with ulcerative colitis, such as is not infrequently 
seen in any long-standing disease. Chronic diarrhoea especially seems to 
produce a particularly depressing effect on the patient, but the difficulty is 
to determine how much of this abnormal attitude preceded the disease 
and how much has been caused by it. Few people could withstand chronic 
diarrhoea for many months and still retain an adult outlook. Great improve- 
ment of the patient’s psyche accompanies a remission, whilst a satisfactory 
colectomy with a 20 per cent. gain in weight, produces a far greater psycho- 
logical improvement than any psychiatric treatment. Although there is no 
doubt that emotion can produce physiological changes in the colon, it has 
yet to be demonstrated that the repeated production of these changes can 
so lower the barrier to infection that an ulcerated colon results. 
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PATHOLOGY 
The disease process starts in the rectum and spreads cephalad through the 
colon. It may be confined to the rectum alone or may involve the whole of 
the colon; occasionally it spreads up the small intestine. Cases occur in 
which the rectum is normal and only a segment of the colon is affected. 
Such cases are now considered to be examples of Crohn’s disease or regional 
enteritis. This is important, as the rectum is easily inspected, and if it is 
normal, true ulcerative colitis can be excluded. All degrees of inflammation 
occur, ranging from hyperemia and cedema of the mucosa to severe ulcera- 
tion, denudation of the mucosa, formation of polypoid masses and secondary 
stricture formation. Perforation can occur, and carcinomatous change is 
a possible sequel of chronic inflammation; a change probably more common 


than used to be considered. 


CLINICAL FEATURES 
Ulcerative colitis is not a common disease. It usually appears first between 
the ages of twenty and forty and is equally common in the two sexes. It is 
rare late in life. 

The symptoms are those of diarrheea with the passage of blood or mucus. 
The diarrhea, which may be of any severity, may occur at any time of 
day. That it is provoked by food or by an emotional situation should not 
deceive the practitioner into calling it ‘gastrogenous’ or ‘nervous’ diarrhea. 
The stools may be of any consistency from loose to watery. Often the diar- 
rheea is preceded by a colonic pain which is felt diffusely over the abdomen, 
and has not the more sharply defined character of small intestinal colic. 
If the rectum is severely inflamed, tenesmus is present. Vomiting is not 
a common symptom and, if it occurs, is usually in a patient who always 
vomits readily. The pulse and temperature may both be raised if there is 
toxemia, but the temperature does not seem to be a reliable guide to the 
severity of the disease. With associated toxamia there is always loss of weight 
and strength and the patient may easily lose 25 per cent. of his normal body 
weight. Nutrition is poor and signs of vitamin deficiency can readily appear, 
such as a sore, smooth tongue, ‘crazy paving’ skin, or follicular hyper- 
keratosis. In a long-standing case, clubbing of the fingers is not uncommon. 

The clinical course varies widely. A very mild form may occur with 
looseness of stools and the passage of a little mucus or very rarely blood. 
On sigmoidoscopic examination the mucosa is a little velvety and may 
bleed if touched. The x-ray appearances are elsewhere normal and the 
patient may continue with periodic slight relapses indefinitely, but with no 
loss of time from work. There is an acute fulminating type with severe and 
intractable diarrhoea which may lead to death in a few weeks, or the patient 
may survive with a severely damaged colon. There is also a chronic type 
with relapses of moderate to severe intensity which last for some weeks or 
months, whilst in the intervening periods the patient is relatively free from 
symptoms beyond a looseness of bowels two to three times a day. In a 
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chronically damaged colon the change is irreversible. The function of the 
colon, which is to abstract water from the faces and to store them con- 
veniently, is lost, and the patient suffers from permanent looseness of stools, 
although not necessarily with any severe toxemia. The colon has become 
a fibrotic tube. 

The causes of recurrence are as hard to determine as in peptic ulcer. 
It is possible that recurrence may be due to an infection. A psychological 
cause is often sought for; whilst the patient is liable to blame some article 
of food for his recurrence. Pregnancy does not seem to exert any consistent 
effect. Some patients only experience a relapse of their ulcerative colitis 
with pregnancy, whilst in others pregnancy seems to be positively beneficial. 
Until this association is more clearly understood, it would seem unwise to 
forbid pregnancy to a woman with ulcerative colitis. 


DIAGNOSTIC PROCEDURES 

General examination may show loss of weight, anemia and signs of 
nutritional deficiency. Abdominal examination rarely shows distension, and 
muscular rigidity is uncommon. The only specific physical sign of any 
frequency or of much value is tenderness over the colon, particularly in the 
left iliac fossa where the viscus may be most easily palpated. Colonic tender- 
ness indicates inflammation of the colon, as in dysentery, ulcerative colitis 
or diverticulitis. ‘The colon is not usually tender in carcinoma of the large 
bowel or in the condition called ‘irritable colon’. 

Endoscopic examination of the rectum is usually simple, and if we accept 
the view of ulcerative colitis as that in which inflammation is always seen in 
the rectum, then obviously endoscopic examination of the rectum is of 
cardinal importance. This should always be preceded by digital examination 
carried out with the utmost gentleness, and necessary to reveal a stricture 
or the existence of spasm. The usual endoscopic appearance in ulcerative 
colitis is that of a swollen mucosa, described as granular or velvety, which 
bleeds readily when touched. Ulceration may or may not be seen. In more 
severe cases there is more profuse bleeding and ulceration. In a chronic 
quiescent case the tube is narrowed and rigid but signs of active inflammation 
may be absent. 

Radiology.—Although the diagnosis of ulcerative colitis may be made on 
the history, inspection of the stools, and endoscopy, radiological examination 
determines the extent of the disease. The practitioner should never expect 
the radiologist to diagnose lesions below the recto-sigmoid junction; such 
lesions are readily accessible to inspection, and if on the anterior or posterior 
wall of the rectum, can easily be missed by the radiologist. Adequate cleans- 
ing of the bowel is very necessary. The radiological picture of ulcerative 
colitis is varied, but usually there is evidence of shortening of the bowel, of 
alterations in contour and haustration, and alteration of the mucosal pattern. 
Although loss of haustration may occur in the ‘irritable colon’ syndrome, 
in ulcerative colitis the appearance is more permanent. In a chronic case 
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with a rigid inelastic tube in place of the colon, the bowel fills extremely 
rapidly since it has lost its power of muscular adaptation. 

Laboratory procedures.—The stools should always be examined macro- > 
scopically. If a loopful of faeces is put under the microscope large amounts 
of pus will be seen. Blood examination always shows an anemia of some 
degree, but a white cell count is not particularly helpful. In following the 
course of the disease the blood sedimentation rate is a useful aid. A bio- 
chemical test of value is the estimation of the plasma protein level, including 
albumin and globulin. In chronic cases the plasma albumin is lowered. 
This fall is partly due to loss of serous exudate from the ulcerated bowel 
a loss of as much as 50 grammes of protein a day can occur—and partly to 
the increased requirements of a febrile disease. If the plasma albumin is 
sufficiently low, cedema will occur. 


DIFFERENTIAL DIAGNOSIS 

The diagnosis is not difficult to make if there is a history of chronic bloody 
diarrhoea. If the patient is seen early in his first attack, the condition is 
indistinguishable from acute bacillary dysentery, and only bacteriological 
examination of the stools will decide. Swabs should be taken directly from 
the rectum. Amebic colitis only comes into consideration in someone who 
has had dysentery abroad and has relapsed. The appearance in the rectum 
is that of discrete ulceration, usually on the valves of Heister, but with 
the intervening mucosa normal. The ‘irritable colon’ syndrome may be 
associated with diarrhoea and the passage of mucus, but although the patient 
may have much abdominal discomfort, he does not pass any blood and 
shows no nutritional disturbances. The endoscopic picture of the mucosa 
is normal except for an increased secretion of mucus and often a highly 
active contraction of the bowel. Such a case rarely becomes a true ulcerative 
colitis, and the two diseases seem to run separate and distinct clinical 
courses, 

Non-specific ileitis or colitis, that is, Crohn’s disease, may be suspected 
if the history suggests an ulcerative colitis and the proctoscopic picture is 
quite normal. Neoplasms of the rectum may produce bleeding and frequency 
of stools and must always be excluded by digital examination and by endo- 
scopy. The radiologist should exclude colonic neoplasms above the recto- 
sigmoid junction. Diverticulitis does not usually cause difficulty. It is 
associated with constipation rather than diarrheea, there is usually a tender 
mass in the left iliac fossa, and the rectum is normal in appearance. 


MANAGEMENT 
Nothing taxes the resource, the patience and the good temper of the prac- 
titioner more than the management of a case of chronic ulcerative colitis. 
The doctor should realize, having recognized the chronic case, that the 
patient is likely to be ill for many weeks or perhaps months, and though it 
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is hardly feasible to tell him of its duration, it is wise if the patient is per- 
suaded to accept the possibility of a long illness, and one that may get worse 
before it gets better. It demands the greatest courage of the patient to face 
this long illness week after week while slowly losing ground until at last 
the disease starts remitting. Quite understandably, to use the common but 
expressive phrase, he lacks guts. During this period the patient will sooner 
or later become morose, depressed and difficult. He will show various 
neurotic symptoms and will develop a dependent infantile attitude. He 
requires constant support, firm sympathetic handling, and _ periodical 
injections of courage. Any psychological treatment at this stage, after 
establishing rapport, should lie in simple explanation and in optimistic 
encouragement. Analysis of such a patient is both stupid and cruel. 

Since there is as yet no specific treatment for the disease, we must adopt 
expectant treatment and try to maintain the patient’s condition until a 
remission occurs. The diet, which should be low in residue, may otherwise 
contain whatever the patient prefers, but should preferably be as high as 
possible in protein to try to maintain the protein stores. If there is profuse 
watery diarrhcea, loss of water and electrolytes is an immediate problem 
which may have to be remedied by parenteral administration. Potassium 
depletion can undoubtedly occur with persistent diarrhaea, but can be 
prevented by giving potassium chloride by mouth, 2 g. daily, provided 
there is no renal disease. Vitamin deficiencies should be remedied by a 
general vitamin supplement. It seems likely that the body manufactures in 
the gut much of its vitamin needs and that alterations in the flora, which 
occur with a chronic diarrhoea, affect their production and may result in 
a deficiency. Sterilization of the gut contents with antibiotics can also cause 
vitamin deficiencies for the same reason. Anemia should always be treated 
and hemoglobin should be maintained at above 70 per cent., if necessary 
by transfusion. Transfusion does good out of proportion to the blood it 
supplies and seems a generally useful therapy. 

Sulphonamide drugs have been used to sterilize the bowel, but on the 
whole they have been disappointing though they may do good temporarily. 
Their use should not be prolonged, on account of the danger of a vitamin 
deficiency appearing. They are of most value in sterilizing the bowel before 
operation. Antibiotics have similarly proved disappointing. It is always 
easy in a disease like ulcerative colitis, which runs such a variable course, 
for success to coincide with a new form of treatment. Antibiotics are certainly 
not curative. Codeine and the opiates are of value in controlling the 
diarrhea. For this purpose the use of hexamethonium iodide, which 
inhibits or paralyses intestinal mobility, is not without danger. 

The place of ACTH and cortisone is as yet undetermined. They certainly 
produce a sense of well-being and a mild euphoria. It is also possible that 
they can produce remissions, but it is wiser not to dogmatize until the 
therapeutic trials now running have been concluded. If they are given, the 
danger of reactivating a peptic ulcer should be remembered. 
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SURGERY 

There is no doubt that in recent years the importance of surgery in the 
treatment of ulcerative colitis has steadily advanced, though all the indica- 
tions for surgery are not as yet clearly established. It should not be con- 
sidered in the very mild case with a little looseness of stools, and only 
occasional bleeding. Nor is it necessary in a case of colitis which has burnt 
itself out and where only a fibrotic tube remains. The indications here might 
be the danger of neoplastic change. In the fulminating case with gross 
diarrhcea and bleeding the place of surgery is uncertain and an ileostomy 
certainly will not work any immediate miracle. 

In chronic relapsing ulcerative colitis, surgery has not only an un- 
questioned place, but some would say has become the treatment of choice. 
The operation is an ileostomy and colectomy done at one session. Although 
this procedure sounds severe, it is surprising what little disturbance the 
operation occasions. The patient needs, of course, the most careful pre- 
paration, and the resources of a medical and nursing team versed in the 
management of an ileostomy and the problems of nutrition and electrolyte 
balance that may arise. Given these, the procedure can be most gratifying. 
There is no doubt that it is far preferable to have an ileostomy and show a 
gain of perhaps 30 per cent. in body weight to a normal figure, than to 
remain in a semi-permanent invalid state. It is most important that the 
patient should be made fully aware of what an ileostomy entails and is pre- 
pared to make the necessary psychological adjustment. It may be helpful to 
get an ex-patient with a successful ileostomy to discuss it with the prospec- 
tive patient. 

COMPLICATIONS 

Polypoid change in the colon is very common and is thought by some to be 
the precursor of malignant change. Stricture, usually of the rectum, is a 
common complication which may by itself provide an indication for surgery. 
Perforation may occur, particularly in the fulminating case, and may easily 
be overlooked. Carcinoma of the large bowel following ulcerative colitis 
is probably less rare than was at one time thought. If cases be followed 
sufficiently long, the incidence may be as high as 10 per cent. 


PROGNOSIS 

Ulcerative colitis is a serious disease. Of cases severe enough to be admitted 
to hospital, the mortality is somewhere between 10 and 30 per cent. Most 
observers are in agreement that the longer the duration of the disease the 
better the prognosis, and that the greatest danger is in the earlier attacks. 
‘The acute fulminating type undoubtedly carries a very high risk. All those 
with much experience of ulcerative colitis agree, however, with the view that 
there is no case so entirely hopeless that the patient may not ultimately 
recover. 








THE TREATMENT OF HAMORRHOIDS 


By IAN FRASER, D.S.O., O.B.E., M.D., M.Cu., F.R.C.S., F.R.C.S.1. 
Surgeon, Royal Victoria Hospital, Belfast, and the Royal 
Belfast Hospital for Sick Children. 


‘THE cause of hemorrhoids is for the most part still unknown; hence many 
ideas, some fantastic, have been put forward—constipation, diarrhea, anal 
spasm, too lax sphincter, loss of submucus support, cold seats, hard seats, 
soft cushions, any obstruction to the portal system by back-pressure in the 
pelvis, abdomen, liver, and even right and left heart, and naturally the 
theoretical suggestion of congenital vascular weakness. One or two causes 
do, however, seem definite. The triad of enlarged prostate, hernia and piles 
is sufficiently constant to suggest cause and effect. Pregnancy also has a 
definite relationship but not so obvious as it appears at first sight, for the 
venous congestion often starts in the early months of pregnancy and not 
necessarily in the last months when the uterus is a formidable abdominal 
tumour producing pressure and obstruction. In this respect we often see 
enormous abdominal tumours, much larger than the full-term uterus, 
causing no back pressure. Pregnancy also causes mild hydronephrosis in 


the early months, before ureteric pressure can be the main cause. So there 


must be more to it than mere venous obstruction. Another cause beyond 
dispute is when a definite encircling carcinoma in the rectum blocks and 
thromboses the hemorrhoidal veins. This is rational and is something that 
must be excluded in every case of piles. 

The veins from the anal canal return by three main channels. No one 
knows why they are three in number. ‘Two or four would have given a more 
symmetrical distribution. From the arrangement of the three veins, the 
figures 4, 7 and 11, representing the hour hand of the clock, are constantly 
quoted—easy to remember from the 4711 famous brand of Eau de Cologne. 
Some confusion arises over these figures. They mean much to the surgeon, 
who usually deals with his patient at the time of operation with the buttocks 
‘teed up’ and the legs in the air, in the Trendelenburg position; 4.7.11 then 
rightly refers to the position of the three main piles, assuming that twelve 
o’clock is towards the vulva or scrotum. On the other hand, for the prac- 
titioner it is different, as he usually examines the patient in the right or 
left lateral position, or in the knee-elbow position, when naturally the 
clock must be turned accordingly. 

Piles are said to be due to enlargement of the anastomosis of the portal and 
systemic veins inside the muco-cutaneous junction, but this does not seem 
to fit in with what happens in other places. Why is it so localized? Why do 
the enlarged veins not pass up the rectum for many inches, the way they do 
in the esophagus? And why are there never massive veins coursing into the 
buttocks similar to those which are seen in the upper abdomen and which 
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could be expected if there were serious back pressure? I feel that there is 
more to it than anastomosis. Why do piles occur at the part of the lower 
bowel where the surfaces are kept in apposition by the sphincter and not 
farther into the rectum where an emptiness or even ballooning exists? 

Is the cause of piles only in the venous return? We must also remember 
the arterial side. The alcoholic gentleman develops a red nose from vaso- 
dilatation, and often following a bibulous bout he is somewhat red at the 
other end—probably a local vasodilatation, not necessarily another nob 
added to his liver. 

TYPES OF PATIENT 
It is hard to find a definite type prone to piles. The constipated, fat, seden- 
tary old lady does not seem any more prone than the active, athletic golfer. 
I find golfers often affected. Whether it is the first 18 holes, or the 19th 
hole, is hard to say. The well-covered plethoric male seems to be affected 
just as often as the thin, anemic woman, who has lost much of her sub- 
cutaneous fat. The condition is rare in children. It occurs with great fre- 
quency in certain coloured races, and in many animals, so that the upright 
position—the last resort of the embryologist—does not carry any conviction. 

Constipation.—_This would appear to be a minor factor only. The most 
acute forms of constipation with impacted faces, and Hirschsprung’s 
disease, are rarely associated with piles. I suppose this is reasonable. They 
involve the rectum. Piles involve the anal canal. 

Eversion of mucous membrane.—It would appear that the milking-down 
effect of the motion—the dragging on the mucous membrane—has a more 
important bearing than anything. Are anal piles ever seen after a left 
inguinal colostomy? The vascular arrangements of venous return are 
unchanged but there is no longer the passage of a motion. 

Personality.—Symptomatically there are two fundamentally different 
types. First, those whose main interest centres around the daily evacuation 
and who make almost a hobby of it (rectal introverts). Secondly, those who 
in modern parlance ‘could not care less’, who hardly know whether it was 
this week or last. Both are a menace. The first often force the doctor into 
giving unnecessary treatment, injections or operation, and so finally ingraft 
definite pathology on an area where none existed before, whilst the latter 
may overlook serious disease when it appears, or allow it to progress to an 
inoperable stage. The rule should be no piles, no treatment; rather similar 
to the old rule given to medical students, the second rule of surgery, ‘if 
there is no pus, do not let it out’. 

The symptoms from piles should be nil, and when present they probably 
arise from the complications. 


BLEEDING PILES 
Hzmorrhage can vary greatly. It may be a mere stain on the paper, and may 
appear only at intervals of weeks or months. Often at clinical examination, 
beyond a generalized fullness, no local bleeding point can be found. The 
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treatment will be reassurance to both patient and doctor that no deep- 
seated cause exists, and injection if the appearance of the blood is causing 
genuine anxiety. The condition at this stage is reversible and patients are 
often seen who admit to having had trouble five to ten years previously 
and none since. In other cases the bleeding may be severe, the entire pan 
of the W.C. being splashed with blood, with possibly some external bleeding 
for a short time afterwards or, with a tight sphincter, some retained and 
seen only at the next evacuation. Finally, there are those cases in which 
the loss of blood daily is so great that serious anaemia results, even necessitat- 
ing blood transfusion. In the mild bleeding, if the area can be seen and 
localized, and if it is well inside the anal margin, a short course of injections 
will suffice, but in the cases with really severe bleeding, radical surgery is 
usually necessary in the long run. 


INJECTION TREATMENT 
It is usually best not to give the patient any bowel preparation, either 
aperient or washout. If this is done, a watery diarrheic motion pours out 
as soon as the anoscope is passed. The main essentials are :— 

(1) Good light: daylight over the surgeon’s shoulder, a head light, an 
angle-poise lamp or illuminated proctoscope can be used. 

(z) A comfortable, steady position of the patient is necessary—lateral or 
knee-elbow. Nothing is more annoying than a patient who keeps constantly 
balancing himself. The moving target is always difficult. 

(3) Proximity to the instruments, hand basin, and the like, is a great 
help, as the average patient does not appreciate having to hold the procto- 
scope in situ while the doctor goes in search of lubricant or other material. 

(4) A 5 ml. syringe: glass is best, as when it is full and if air bubbles are 
mixed with the oil these can be seen. 

(5) A needle thick enough for an oily solution: best is a serum needle, 
not a hypodermic. If the needle is angled, then the hand does not block 
the view down the narrow proctoscope, and a small shoulder or blob of 
solder } inch from the point always gives information of how far the needle 
is into the pile. The anal canal is only 14 inches long, so the average procto- 
scope goes in too far. Often the short anoscope is easier to manipulate. 

(6) To select the part of the pile farthest in. Do not inject into the centre 
of the pile, as the needle may damage the artery, with brisk immediate 
hzmorrhage, and later a hematoma. The solution may cause sloughing of 
the artery wall, with serious secondary hemorrhage. A submucous injection 
into the three main pile-bearing areas is made and with digital pressure the 
solution is spread. The quantity will depend upon the size of the individual 
pile: usually 0.5 to 1 ml. into each is a safe amount. Many solutions are 
used. Carbolic acid dilute produces a good tissue reaction and if suspended 
in oil its action lasts over two or three weeks. The oil used should be a 
vegetable oil. Almond oil is suitable. A useful preparation is carbolic acid, 
10 per cent. in almond oil. The solution, if heated, will flow along the 
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needle more easily, and the bottle must be shaken vigorously before using 
as the two ingredients tend to separate. If the injection is put into the lower 
portion of the pile, it will produce an eedematous swelling which will be 
carried out with the next motion, and so a bleeding pile will be converted 
into a prolapsing one. It must be remembered that the injection treatment 
of piles and varicose veins in the leg are of an entirely different principle. 
In varicose veins an irritant is injected into the lumen of the vein to destroy 
the intima and make the two surfaces adhere and so obliterate the distended 
vein. In piles, the injection is a perivenous one of a much less irritating type 
which will, by external pressure, obliterate the veins and at the same time 
make the mucous membrane re-adhere to the muscle wall, and so obliterate 
the pile-bearing space. Avoid too large an injection; too low an injection; 
too deep an injection (damage to artery, bladder, prostate, or seminal 
vesicles); too frequent injections (allow the edema and reaction from 
one to subside before the next treatment). Get the patient to walk home 
(massage). 

Complications.— Terrifying stories of stenosis, complete sloughing of the 
rectum, fistula formation, subsequent colostomies, fatal hemorrhage, gas- 
gangrene, have been told, but these should never happen with ordinary care. 


PROLAPSING PILES 
These are of various degrees. The mildest form is when the pile prolapses 


with each motion and is replaced manually, or retracts spontaneously. The 
next is when the pile prolapses with fatigue, with walking or with mild 
straining, for example, at the top of the swing at golf, or at often less impor- 
tant moments. The condition can progress until the pile is prolapsed all 
day and, becoming cedematous with the grip of the sphincter, cannot return. 
Finally it drags out the entire pile-bearing area, giving the typical picture 
of a strangulated, sloughing, prolapsed mass. 


TREATMENT OF PROLAPSED PILES 

There is no place in the treatment of pedunculated prolapsed piles for 
anything but surgical removal. Injections cannot rationally be expected 
to help. As the piles are thrombosed, and the area edematous, it is only 
going to increase the already excessive bulk. The intermittently prolapsing 
pile, or the external pile that can be returned inside, gives the best and most 
satisfactory result. It is pedunculated and so can be removed without 
removal of too much of the bowel mucosa. Once the entire area has pro- 
lapsed the greatest care is required to ensure that adequate mucous mem- 
brane is left, and it is more difficult to get a smooth cosmetic result. 

The basic principles in the surgical removal of piles are few in number. 
There must be a well-prepared and empty bowel for the actual operation. 
The three main primary piles, with secondary piles if present, are removed, 
dissecting each pile well up to tie the artery and veins. If a corresponding 
portion of the anal skin is removed, a smooth result will take place without 
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the presence of any tags of skin. An injection of a long-acting local anzs- 
thetic, for example novocain in oil, will relieve spasm, make the post- 
operative period comfortable, and the passage of the first motion a pleasant 
memory. The well-vaselined tube will allow flatus to escape and no longer 
keep the anal sphincter on guard. An oily aperient—a mixture of agar-agar 
with liquid paraffin—given from the beginning will ensure that when the 
time comes the motion will be soft and less traumatizing than the brick-like 
mass that arises if this is not done. A glycerin suppository gives a soft apex 
to the motion, and congestion is relieved by hot baths from the fifth or 
sixth day onwards. A finger must be passed before the patient goes home, 
and with certain operations the patient is told to use a dilator. If adequate 
mucous membrane is left this should not be necessary, and the operation 
that requires the minimum of cooperation on the part of the patient is less 
likely to be followed by trouble. Bleeding at the time of the operation and 
later can arise, but is rarely seen. Stricture can be a troublesome complica- 
tion, and every patient should be examined after three months. 


THROMBOSED PILES 
\ thrombosed pile is a very common, and may be a very minor complica- 
tion. It may appear at the anal margin as a small shining mass smaller than a 
garden pea. It is merely thrombosis without strangulation. If small, the clot 
can absorb and, if this takes place rapidly, the normal elasticity of the skin 
will bring back the condition to the normal state; but often if a small in- 
jection of local anesthetic is given, and a small radial incision, } inch long, 
made, a clot rather like a date stone will extrude and healing will take place 
at once. Thrombosis with strangulation may occur with prolapsed piles. 
This requires surgical removal of the prolapsed mass, as the condition is 
quite irreversible. ‘To wait some days allows the cedema to subside, and if 
after that the mass can be returned into the bowel, the operation will follow 
the normal routine with greater ease; but often this is not possible. Ulcera- 
tion of the strangulated mass is a common sequel, and is Nature’s method of 
decompression. It delays the stated operation, but with hot or cold com- 
presses, and ordinary antiseptic measures, a good surgical result can be 
obtained. 
MINOR COMPLICATIONS OF PILES 

The most common minor complications of piles are: 

(1) Soiling of underclothes due to the constant discharge of mucus from 
the everted mucous membrane. Surgical removal is the only cure. 

(2) Soiling of the clothes with fecal discharge is usually due to prolapsed 
piles with skin tags which prevent the sphincter from closing tightly. 

(3) Soiling of the perianal skin which is left in a constant moist state, 
leading on to dermatitis and pruritus. 

(4) Faulty closure of the sphincter, with the unheralded escape of flatus 
and socially distressing complications. In the older patients this may be due 
to lax grip of the sphincter, loss of fatty support, or to the interposition in the 
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anal canal of a mass of piles. Surgical repair is the only method available. 


COMMON DIAGNOSTIC ERRORS 
Often the patient arrives with the doctor having, with the help and advice of 
his friends in the office, already made the diagnosis. In many cases it is 
incorrect. The following are the common errors: 

Fistula-in-ano,—It is not sufficient on the part of the doctor to verify that 
it is a fistula. He must go further and satisfy himself that it is a simple 
fistula; that it is not associated with a tuberculous infection in the lungs; 
that the fistula is not arising from undiagnosed Crohn's disease, or a case of 
ulcerative colitis. Always look and see if there are any ulcers on the legs. 

Anal fissure.—Usually the linear crack at the posterior margin of the anus 
towards the tip of the coccyx can be seen, and it is often marked by the small 
tag of skin incorrectly called the ‘sentinel pile’. As the patient often will not 
allow full digital examination on account of the pain, there is the danger of 
serious internal disease being overlooked. 

Condyloma and papilloma.—These can be mistaken for anal tags. A care- 
ful examination will show that they are isolated masses and arise from the 
skin proper, and not deep to the mucous membrane. 

Rectal polyp and adenoma.—These are at first sessile but can in time be- 
come pedunculated with a thin stem several inches long. When they appear 
and prolapse at the anus, a mistaken diagnosis is not unreasonable. ‘They are 
potential precursors of cancer, and the bowel farther up must be examined 
with the sigmoidoscope as they are often multiple. 

Pruritus.—This may be associated with piles, but usually it is an entity on 
its own. Although threadworms, glycosuria, rectal and vaginal discharges 
may be the irritating factor, often no adequate cause can be found. I find that 
to float the whole skin to a distance of two inches radius with the anus as 
centre, with cocaine in oil, seems to break the sequence of events. ‘The 
nerve-endings are temporarily blocked and the same result is produced as 
was carried out in Ball’s operation, in which the skin with the nerve-endings 
was separated from the underlying nerve trunks by subcutaneous incisions. 

Finally, there are the three main malignant conditions in this region. ‘Two 
are on the surface and visible by inspection alone, as they arise from the 
anus proper. The first is the non-pigmented epitheliomatous ulcer, and the 
second is the black melanotic growth which arises from the pigmented skin in 
that region. The third is carcinoma of the rectum. Remember that this may 
simulate the symptoms of piles, but it may also cause them. Every case of 
piles should be considered to be associated with cancer of the bowel until 
proved otherwise. To omit a rectal examination in such cases should be a 
criminal offence. To fail to carry out a radiological examination in a case of 
doubtful fracture entails a severe censure in the law courts; the same should 
apply when a rectal examination has not been performed. As Sir Thomas 
Myles always told his class: ‘Gentlemen, you can wash your finger but you 
cannot wash your reputation’, 
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By A. H. DOUTHWAITE, M.D., F.R.C.P. 
Physician, Guy's Hospital. 


WHEN saccular protrusions of the colonic wall are uncomplicated by 
inflammation and do not give rise to any symptoms the state is known as 
diverticulosis. Not uncommonly the walls of these diverticula and the 
adjacent bowel become inflamed, the state then being that of diverticulitis. 
The former condition is discovered accidentally in the course of x-ray 
examination of the alimentary tract for some symptoms unrelated to the 
diverticulosis, or in the course of a necropsy. 


DIVERTICULOSIS 

Pouches, sacs, or diverticula are met with at many levels of the digestive 
tract, the colon holding pride of place. ‘They are usually seen in the lower 
stretches of the large gut, in the first place at any rate, and affect with 
remarkable frequency that tortuous length known as the pelvic or sigmoid 
colon. The disease does not extend into the rectum because here the longi- 
tudinal muscle fibres form a continuous strengthening sheet over the cir- 
cumference; it spreads proximally, taking advantage of the gaps between 
the longitudinal muscle bands and eventually involving the entire colon, 
though in comparatively few instances. 

Diverticulosis is an acquired condition occurring almost exclusively in 
those over forty years of age and being remarkably common in the sixth 
and seventh decade. Its cause is unknown, although it is certain that obesity 
and constipation play no part. It may be presumed that degenerative changes 
of advancing age predispose to saccular bulging by weakening the gut wall, 
but the final impetus to diverticulum formation is still unrecognized. 

In their earliest stages the pouches consist of all the layers of the intes- 
tinal wall, but soon the main body of the diverticulum consists almost 
solely of mucous membrane and peritoneum, and the muscle fibres are 
scanty, collecting chiefly about the neck of the protrusion. The mouth is 
always smaller than the body of the bulge, and this fact, together with the 
lack of contractile tissue, explains why it is that a diverticulum cannot 
actively expel its contents, and why it necessarily enlarges until scarring or 
rupture brings the process to an end. 

Diverticula form where the gut wall is weakened by the entry of blood 
vessels. In the colon the arteries of the mesentery divide into two branches 
as they enter the intestine and separate before piercing the circular muscle. 
This explains the occurrence of diverticula in pairs at the edge of the lateral 
longitudinal muscle bands. 

Radiological studies have shown that before the actual appearance of 
these pouches the gut wall shows a fine alteration of contour, possibly due 
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to spasm of the circular fibres, and giving the so-called ‘saw-edge’ appear- 
ance. This is known as the ‘pre-diverticulous stage’, and is important to 
recognize because recurrent severe colon spasm may be a feature of this 
stage, especially if purgatives are being used. 

Fate of diverticula.—It is probable that in most cases mild inflammatory 
changes occur in and about diverticula from time to time, not necessarily 
associated with symptoms. This results in the development of supporting 
scar tissue and explains the rarity of rupture. 

The most common clinical manifestation is that of diverticulitis, acute 
or chronic, the latter being the commoner. 


DIVERTICULITIS 
Acute diverticulitis—The leading symptom here is severe pain in the left 
iliac fossa which may radiate across the abdomen and into the epigastrium, 
and be accompanied by vomiting. It is due to intense spasm of the gut, 
often induced by the use of a colonic irritant purgative to overcome an 
unusual constipation. Suitable treatment will usually quell the disturbance 
within a day or two. 

Sometimes a diverticulum ruptures, giving rise to general peritonitis or, 
more often, a localized abscess. Both conditions require surgery. An abscess, 
if unrecognized, may later track forwards to the abdominal wall, or rupture 
into the general peritoneal cavity, the bladder or even into the colon or 
rectum. 

Chronic diverticulitis.—In this form of the disease symptoms are less 
clamant and their significance tends to be overlooked for months or years. 
They are attributable to two processes—colic and pericolic inflammation, 
and colon spasm. Bouts of constipation and a dull ache in the left lower 
abdomen are separated by long intervals of normal bowel activity. Diar- 
rheea may arise but is uncommon. An acute attack may supervene and 
produce intestinal obstruction. Again, sudden obstruction may be the 
first evidence of the presence of chronic, as of acute, diverticulitis. Clinical 
definition from malignant obstruction can be difficult; the more sudden and 
unheralded the stoppage, the likelier is it that diverticulitis is the cause. 

The stools are never diagnostic. Often they are normal for months on 
end, but usually explosive, broken-up faces appear in runs, not infrequently 
accompanied by the passage of a little mucus. Although bright blood may 
also be passed as the result of diverticulitis, most often when the mucosa 
has become polypoid, it is a fact that this is not a common feature, and it 
should always be regarded in the first place as due to carcinoma. 

Attacks of B. coli cystitis and sometimes of pyelitis may complicate the 
picture. They are referable either to blood-stream invasion from the 
diseased bowel, or to adherence of the colon to the bladder wall. Perforstion 
may actually occur and give rise to a vesico-colic fistula. The urine will 
contain pus, fecal material, air, and numerous bacteria. The associated 
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cystitis produces frequency of micturition and a varying degree of pain. 
An upward spread to the kidneys is surprisingly uncommon. 

The occurrence of carcinoma in a colon affected by diverticulitis is no 
commoner than in elderly people with no preceding disease. 

Diagnosis.—Attacks of constipation, pain in the left iliac fossa, and a firm 
tender mass felt in the course of the iliac colon, if occurring in the middle- 
aged, are highly suggestive of diverticulitis. The diagnosis can be confirmed 
by radiological investigation. The giving of a barium enema is the best 
approach, for under a slight head of pressure the opaque material will 
usually enter the pouches. Their presence may not be discerned when the 
colon is full of barium, and a further x-ray after evacuation of the bulk of 
the material is essential. It is then that a double or irregular line of barium- 
filled sacs will be seen against the ghostly outline of the almost empty gut. 
Owing to the convolutions of the sigmoid colon, diverticula are especially 
hard to find unless the above precaution be taken. ‘The pouches vary in 
size from a diameter of a few millimetres to an inch. Larger ones occur 
but not often, because the older diverticula tend to be restricted or 
obliterated by inflammatory changes. 

The pre-diverticulous stage is sometimes best seen in the course of a 
barium meal. The pressure from a barium enema may overcome the spasm 
and obliterate the characteristic serrations. 


TREATMENT 
Diverticulosis requires prophylaxis only. Constipation must be avoided, yet 
purgatives must be forbidden. In short, the stools must be kept soft, though 
not liquid, by taking liquid paraffin, one to two teaspoonsful twice or thrice 
daily before meals. If this is not enough, salines such as sodium sulphate 
may be given on rising, because they have no irritant action on the colon. 
If both measures fail, then the use of a glycerin suppository may be added. 

Undigested particles of food reaching the colon may be regarded as a 
potential source of irritation. It would therefore seem reasonable to warn 
against the pithy fibres of citrous fruit, pips, fruit skins, nuts, bran, and 
such like. Perforation of a diverticulum, even in this stage, may occur and 
will give rise to acute pain, tenderness and rigidity with rising pulse rate. 
Surgery is advisable. 

Acute diverticulitis, whether arising as the first manifestation of disease 
or whether superimposed on chronic colonic discomfort, responds well to 
prompt treatment, provided that the surgical complications already outlined 
do not appear. The first essential is to overcome spasm and thus pain. 
Morphine is anything but an antispasmodic and should never be used alone. 
The right treatment is the injection of 1/4 grain (16 mg.) of morphine 
hydrochloride, and 1/75 grain (0.8 mg.) of atropine sulphate. Thereafter, 
l-hyoscyamine sulphate should be given by mouth, in a dose of 1 80 grain 
(0.8 mg.) eight-hourly, until the bowels have been opened. This is usually 
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achieved by the giving of 1 to 2 pints (0.5 to 1 litre) of warm normal saline 
as a colon washout as soon as the pain has responded to the treatment 
described. The application of hot-water bottles to the lower abdomen will 
also help to mitigate spasm and pain. 

For twenty-four hours the diet should consist of fruit juice, glucose 
drinks, and water, to a volume of not less than five pints (2.2 litres). Solids 
may be added as soon as the bowels have been ‘opened. The patient is 
allowed up the day after this event and kept on hyoscyamine, 1/120 grain 
(0.5 mg.), twice daily for a week. 

In chronic diverticulitis the treatment embraces the principles of avoidance 
of constipation, eschewing of anthracene purgatives, a roughage-low diet, 
and protection from getting chilled in the winter months. Cold is very apt 
to start off bowel spasm. 

In cases in which persistent discomfort and recurrent painful attacks 
occur, the patient should have the colon washed out gently once in ten 
days and should take sulphaguanidine, 1 g. eight times daily, for one day 
each week until no discomfort has been felt for three weeks, when treatment 
should be stopped. In these cases also the regular use of hyoscyamine is 
advisable. 

Surgery.—If, in spite of great care, health is constantly impaired, then 
a colostomy should be performed. This will relieve the symptoms, and 
quite often the opening can be closed after a year without subsequent 
relapse. Repeated cystitis, and vesico-colic fistula are indications for surgery. 
It is not always possible to separate with safety the adherent gut, and a 
colostomy only may be advisable. In any case, dissection of adherent gut is 
easier if postponed until a colostomy has been functioning for two months. 

Very rarely the diverticula-bearing area of colon can be resected. This is 
seldom indicated, for the prospect of success is clearly greatest in the early 
stages. Most patients with this disease live on comfortable terms with it 
and never need surgery. Early operation would therefore not be justified. 
Furthermore, removal of a segment of gut is no protection against the 
development of diverticula proximal to the resected part. The only indica- 
tion for attempting resection is, then, a chronic stage of localized disease 
which gives rise to severe pain, obstruction or repeated bleeding. Such 
a state is rare. 
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By C. ALLAN BIRCH, M.D., F.R.C.P. 
Physician, Chase Farm Hospital, Enfield 
anD T. MAX PEMBERTON, M.B.E., F.R.C.S. 
Surgeon, Chase Farm Hospital, Enfield. 


THE word colostomy connotes cancer for many patients, and it is often 
better to speak of an artificial anus. Even this less sinister term is so abhorrent 
to some patients that they say they would rather die than have it. Colostomy 
acquired its bad name when it was a purely palliative operation for cancer of 
the rectum. The continued presence of the primary growth led to increased 
peristalsis and frequent action of the colostomy. The modern practice of 
excising the primary growth even when metastases are present does much to 
ensure a manageable artificial anus, and usually the patient who dreaded the 
operation realizes in a fairly short time how mistaken he was. 


THE PATIENT 
Life and activity after a colostomy will depend on many factors, such as age, 
the primary disease, the state of the patient’s essential organs and his general 
nervous resilience, all of which the family doctor will be able to assess. He 
will also know which of his patients will suffer more from the psychic 
effects of the colostomy than from the disease necessitating it, and will take 
steps by explanation and reassurance to counter these. 

Except in an emergency, the patient should be told about the impending 
artificial anus some days before the operation so that he may ask any 
questions that are troubling him. If little time is given for thought before- 
hand, it will be difficult for him to adjust afterwards. It is particularly 
helpful for the patient to meet and talk to other people who have colostomies 
and who lead happy and useful lives. It is surprising how few colostomy 
patients are given really precise instructions to help them in the difficult 
weeks following discharge from hospital. It would almost seem that the 
medical staff themselves have some difficulties in thinking about the prob- 
lems which face their patients. 

Patients who have normally an anxious disposition will need especial 
understanding and handling. It is not possible for them to be healthily un- 
concerned about the results of their bowel action and to adopt the advice of 
Sir James Goodhart, to do as dogs do and never look behind. Diet is rightly 
stressed in the management of a colostomy, but the effect that emotions have 
on peristalsis is often forgotten. Whenever there is a long history of an 
irritable bowel before operation it is probable that the colostomy actions 
will be loose in spite of the usual dietary restrictions. Sedation must not be 
forgotten for these anxious patients, and it may be necessary for them to 
adopt the washout routine. 
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Following operation, the patient should be told that it will take a few 
months to learn about diet and to overcome various difficulties. It is also 
important to explain the anatomy of the colostomy. When a loop colostomy 
(colostomy in continuity) has been performed, the two openings separated 
by the spur should be pointed out: the active stoma from which motions 
come out and the non-active one which may discharge a little mucus. A 
terminal colostomy is simpler to explain. 

Home or hospital?—-When life has become intolerable and has led to 
suicide of a colostomy patient, the real cause has often been the lack of 
amenities, such as living in lodgings where meagre toilet facilities must be 
shared with strangers. In such cases, transfer to a ward for chronic sick is 
best, although considerable persuasion may be needed to secure acceptance 


of these unpopular cases. 


MANAGEMENT OF THE COLOSTOMY BY THE PATIENT 

The inability to control flatus and faeces tends to make the colostomy patient 
regress to an infantile attitude of mind in which he is dependent upon the 
ministrations of others. It is important to counteract this by encouraging 
him to make the care of his colostomy a personal task. 

There are two methods of caring for a colostomy :— 

(1) To leave the bowel to evacuate itself naturally. 

(2) To empty the bowel by regular irrigation. 

Every endeavour should be made to adopt the first method, since it has 


many advantages for the patient and his family or fellow residents. Daily 
washouts will be required if after prolonged effort and perseverance the 
actions are still irregular and loose. 


MANAGEMENT WITHOUT IRRIGATION 

The patient who has previously been used to a regular evacuation after 
breakfast will learn in time to pass a motion through the artificial anus at the 
same time as before. There is often a smaller action in the afternoon or 
evening and sometimes at night during sleep. A solid and well-formed motion 
is aimed at. Fruit and vegetables will have to be restricted at first, and foods 
with a low residue taken. ‘The amount of fluid drunk must not be excessive. 
At home, new foods should be experimented with one at a time and their 
effect on the bowel action noted. Raw fruit is best eaten before breakfast; 
when taken at other times during the day it may cause the colostomy to act 
at night. Most patients find they cannot eat onions and fruit with seeds or 
pips. Foods which in the earlier months caused diarrhoea can often be taken 
later, so that it is worth while persisting with staple vegetables such as Brussels 
sprouts, spinach, and cauliflower. A glass of mild beer can safely be taken 
by most, but the quantity must be limited and bitter beer is best avoided. 
The foods which cause looseness also give rise to increased flatus. 

The patient has been deprived of the function of the sensitive rectum, 
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which when full gives him the desire to evacuate, and which is able also to 
distinguish between wind, fluid and solids. There is therefore no warning 
that the bowel is going to open; the first thing noticed may be a feeling of 
warmth and heaviness, and sometimes moistness when he moves. Quite 


often the motion is preceded by the passage of flatus. In retrospect a patient 


can frequently distinguish between wind and a motion because, apart from 
any noise noticed, the wind often gives a sensation of vibration to the open- 
ing. ‘The odour and noise of flatus can be most embarrassing to patients and 
people close at hand. Both are lessened by a firm dressing and belt. Flatus is 
passed mainly just after meals; it can be reduced by the same means adopted 
to control the actions of the colostomy, but charcoal biscuits and kaolin are 
particularly valuable as they act by adsorbing bowel gas. A combination of 
charcoal and kaolin called ‘charkaolin’ (Allen & Hanburys) is a useful pre- 
paration: dose 1 to 4 or more tablets three times a day. 

In the early days it is wise to lessen anxiety and so indirectly to diminish 
peristalsis by giving phenobarbitone, } to $ grain (16 to 32 mg.), or amytal, 
# grain (45 mg.), night and morning. Depression can be relieved by dextro- 
amphetamine (‘dexedrine’) taken in the morning in addition to the pheno- 
barbitone, or by a proprietary combination of ‘dexedrine’ and amylobarbitone 
called ‘drinamyl’. 

Should these measures fail to make the motions solid then substances 
which increase the bulk of the stool are valuable. ‘Isogel’ and ‘normacol’ 
have the faculty of absorbing large quantities of water to form a homo- 
geneous jelly, and one to three heaped teaspoonfuls taken at night will help 
to keep the motions firm. Methyl cellulose, a synthetic non-toxic hydro- 
philic substance, will thicken the stools in the same way that it thickens ice 
creams. It is supplied in tablets of 0.5 g., and in granules, and is particularly 
effective, the dose being 2 to 3 g. three times a day at first, and then later, 
2 g. twice a day. 

Since a transverse colostomy often causes fluid movements during the 
night, all these measures are specially recommended, as well as great care 
with the diet. 

Dressing of the colostomy.—The colostomy opening is first covered with 
either a small piece of gauze smeared with petroleum jelly or a small piece 
of toilet paper; this is to prevent the main dressing from becoming adherent. 
A pad of cellulose (paper wool) wadding, at least 8 inches square, is then 
placed over this with the greater part below the colostomy; this pad is 
covered by a square of jaconet or water-proof material, which will save 
soiling of the belt or clothes. The dressings are finally held in place by a 
special belt which also supports the weakened abdominal wall and gives the 
patient a feeling of security. Some patients like to put a piece of cardboard 
cut to the size of a saucer between the dressing and the belt. The lighter and 
the more elastic the belt the better. The patient should not be persuaded by 
the instrument maker to have a bag or cup in the belt, for it will not hold a 
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motion, is unsightly, difficult to clean, and it tends to cause prolapse and 
hernia. 

A stool of a suitable consistency can be cleanly wiped away from the open- 
ing and tipped down the lavatory. The soiled dressings can be wrapped up 
in a newspaper or paper bag and burnt in the boiler or even in an open fire. 
If there is no fire or if the patient is staying at an hotel the cellulose dressing 
(not gauze-covered) must be used. This is highly absorbent and cheap, and 
has the advantage of disintegrating in the lavatory. Cotton-wool cannot be 
disposed of in this way because even small portions block the drain. In bed 
a dressing of cellulose tissue kept in place by a wide crépe bandage or woollen 


body belt is all that is necessary. 


MANAGEMENT WITH IRRIGATION 


As already mentioned, this method may have to be adopted if it is not 
possible to regulate the colostomy action by diet and medicines. It is most 
often required for patients who are anxious, because increased peristalsis due 


to anxiety is so much more difficult to control than when it is due to some 
factor in the diet. A patient who has to travel to business and work in an 
office where there are no individual toilets, or a man doing outside manual 
work, may also find things too difficult if he is not sure of the bowel actions. 

Washouts have the great advantage that they give the patient confidence 
to face the day without fear of a further action. Nevertheless, there are many 
disadvantages. Irrigation is time-consuming, requiring thirty to forty 
minutes and sometimes much longer, and when there is but one lavatory and 
bathroom in the house this is intolerable for others. When the patient moves 
away from home a large amount of apparatus must be taken. In the course of 
time irrigation sets up a state of irritability of the colon with excessive 
formation of mucus and contraction of the bowel lumen. Lastly, there is the 
risk of perforation and peritonitis. 

When it is essential to adopt this method it is most important to advise the 
patient or his attendant that the greatest care and gentleness are always re- 
quired and that only the type of catheter recommended should be used. 
Older patients, those with an interstitial hernia, and those known to have a 
diverticulosis, must be especially careful. 

The patient must always be taught by some competent instructor before 
undertaking washouts on his own. 

Spectal equipment required. (1) A soft pliable rubber catheter, size No. 12 
to 14 English. 

(2) A Higginson syringe and connexion. 

(3) A bath thermometer. 

(4) A colostomy horn such as the Nitch type, or the apparatus made by 
Donald Rose; these have attached to their outlets wide rubber tubing to lead 
the return into the lavatory pan without splashing. ‘The Higginson syringe is 
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attached to the catheter and the air expelled by injecting a little water 
through the catheter. 

Plain warm tap water is used at a temperature not exceeding 80° F. 
(26.6° C.) determined by the thermometer. If the water is too warm the 
bowel will be soothed rather than stimulated and part of the fluid may be 
retained for a considerable time. 


Method.—lIt is advisable to give the washout at the same time every day. If the 
bathroom or lavatory is unheated, in the cold weather the patient should take off the 
pyjamas and put on long stockings and a warm sweater. When using a colostomy 
horn or the Donald Rose apparatus, he sits on the lavatory with a container of 2 
pints (1.2 litre) of water beside him. The catheter is first passed through the top 
opening in the horn or orifice in the rubber cap of the apparatus and brought out 
through the wide inlet for some distance. It is then lubricated and gently inserted 
into the active stoma of the colostomy for 4 to 6 inches. It may be difficult to insert 
the tube while the abdominal muscles are on the stretch, and in this case the patient 
should lie down and relax the muscles completely in order to pass the catheter the 
required distance. Sometimes it is easier to introduce the tube while injecting some 
water. The horn or cup is now adjusted securely to the abdominal wall, retained in 
position by an attached belt, and the outlet tubing directed into the lavatory pan. 

One-and-a-half to two pints (0.8 to 1.2 litre) of warm tap water are injected at a 
comfortable rate into the colon. The catheter is then immediately removed and, 
with the Nitch’s horn, the plastic cap is fitted over the top opening. It is as well to 
have a book to read lest there is a wait before the fluid is evacuated. Prodding the 
abdomen may facilitate this. When there is a poor result the performance is repeated 
and a further one pint (0.6 litre) run in. Finally, the outlet tubing should be tem- 
porarily clipped while the patient washes or shaves; there is often a trickle of fluid 
for some time and unless it is caught in the apparatus it will soil the dressings 


In some cases warm tap water fails to give efficient results and warm saline 


(a teaspoonful of salt to the pint) must be used instead. Antiseptic solutions 


are not advisable. ‘There is no need to add soap to the irrigation fluid. Its 
use seems to have arisen long ago when the English translator of a French 
treatise on the bowel thought that the word ‘lavage’ implied the use of soap 
as well as water! 

The patient can now have a bath without any covering for the opening and 
finish by drying the skin and applying talcum powder. The artificial anus is 
finally covered with a cellulose pad and the belt applied. 

With a loop colostomy the non-active stoma may need to be washed out 
once a week in order to get rid of accumulating mucus, but in many cases 
this is not necessary. 

It is often stated that patients using the washout routine are more colos- 
tomy conscious and worried about it than those trained to natural evacua- 
tions. This may be so, but it is particularly the tense worried person who will 
need to adopt daily washouts. 


COMPLICATIONS FOLLOWING THE OPERATION 
Every few months it is wise to see the patient and examine the colostomy; in 
this way complications can be recognized in their early stages and controlled 
by simple measures. 
Skin stenosis and herma are the most common complications and are often 
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found together, as a narrowing of the outlet favours herniation; both at first 
give rise to little disability. 

If the opening is seen to be tight, the patient must be taught to dilate the 
stoma with the finger. Rubber finger stalls should be supplied and the 
patient instructed to apply one to the index finger of the left hand, if the 
colostomy is on the left side, and to pass the lubricated finger gently to its 
full extent through the stoma. This must be done once or twice a day for a 
month, and then once every week for two months. If there is little improve- 
ment or the size of the patient’s finger is too small, a small size St. Mark’s 
dilator can be used instead. If dilatation fails, and particularly if there is 
congestion and edema of the pouting bowel, a simple operation will be re- 
quired to excise a portion of the tight scar. 

Contraction of the opening tends to occur if a washout routine is adopted, 
and Ernest Miles advised regular digital dilatation of the stoma during the 
first six months of washout management. The constant dilatation of the 
opening by normal formed motions is the best safeguard against skin 
stenosis. 

A hernia is always liable to develop owing to the weakness of the abdominal 
wall created by the operation. In some cases there is just a bulging of the 
abdominal wall; in others a bulging of the colon into the subcutaneous 
tissues or between the muscles. The two types give rise to a similar appear- 
ance but can usually be differentiated by passing a finger into the opening, 
when an interstitial bulge can be felt, and the strength of the muscles 
ascertained. Hernia is more liable to develop with a loop colostomy, and in 
those cases in which the colostomy is brought out through the main operation 
incision. Good operative technique lessens considerably the possibility of 
herniation, particularly the interstitial type. Cups and bags have a suction 
effect, which is quite noticeable by the patient, and as they therefore tend to 
encourage the formation of a hernia, they should not be advised. 

To protect the weakened abdominal wall the patient must be provided 
with a well-fitting belt before he leaves hospital. ‘This abdominal support 
should be worn all the time the patient is up and about, especially if he is 
undertaking exercise or manual work. If further protection is necessary, such 
as in a patient with a chronic cough, a celluloid supporting shield is applied 
between the dressings and the belt. The shield should have projecting studs 
which are gripped by the pressure of the overlying belt to prevent it from 
sliding. 

Mild degrees of hernia cause no symptoms and therefore repair is not 


necessary; but an associated stenosis calls for treatment, the abdominal belt 
should be inspected to make sure that it is a good fit and adjusted by the 
maker accordingly; and a chronic cough should receive proper attention. 
If, however, the hernia has been allowed to develop by the patient and has 
become a considerable swelling, revision of the colostomy may be required; 
but strangulation of the hernia is rarely met with. A subcutaneous or inter- 
muscular bulge increases the danger of perforation of the bowel by a 
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catheter if daily washouts are being given and particular care should there- 
fore be taken in passing the tube. 

Prolapse of a mild degree is not an uncommon complication: part of the 
bowel turns inside out and extrudes itself through the stoma for a few 
centimetres. With a loop colostomy, this can occur at either stoma or at 
both. The suction action of a cup or bag is often to blame. When it occurs, 
the patient should be shown how to reduce it and control it by the dressings 
and belt; a cup, if worn, should be discarded. 

Occasionally, prolapse is more serious in nature and a considerable 
portion of bowel is extruded, which is difficult to reduce; the affected bowel 
may even become gangrenous if left unreduced. A secondary operation to 
re-form the colostomy will be needed for these advanced cases. 

Retraction of the spur separating the two openings is a most undesirable 

complication in a loop colostomy. Should recession of this spur occur, 
feces will be able to pass from the active stoma into the distal opening. If the 
latter leads to a cul-de-sac a hard mass of faces will form in it, and this may 
resemble a recurrence of the original growth. If only a palliative colostomy 
(without removal of the primary growth) has been performed, then re- 
traction of the spur will undo the whole object of the operation. Should the 
spur have receded sufficiently to allow faces to enter the distal stoma the 
colostomy must be reconstituted by an operation that will ensure an efficient 
spur. 
Obstruction of the small intestine can follow any time after an operation 
in which the abdomen has been opened; moreover, by bringing out the 
colon on the left side of the abdomen a gutter is created on the outer side of 
the colostomy through which loops of small gut may get snared unless the 
surgeon has carefully closed this foramen. The patient should be re-admitted 
to hospital immediately if obstructive symptoms occur. 

Perforation of the bowel is a catastrophe that can occur during the passage 
of a tube to wash out the colon. It is more liable to happen in patients with 
diverticulosis, and in older patients. The lesion may be either intraperitoneal 
or extraperitoneal. Sudden, severe abdominal pain during or immediately 
following a washout, with the rapid onset of signs of peritonitis, will indicate 
that the peritoneal cavity has been entered and contaminated. Extensive 
acute cellulitis spreading from the colostomy follows an extraperitoneal per- 
foration. It may be possible to feel the hole in the colon with a finger passed 
into the stoma. Urgent operative treatment is imperative in both types of 
perforation. 

Excoriation of the skin around the colostomy is more liable to occur if the 
motions are frequent and loose and is therefore seen most often with a 
transverse colostomy. In the early days of a transverse colostomy, when the 
motions may resemble ileal contents, protection of the skin is achieved by 
applying ‘polyvinyl alcohol jelly’. This dries like collodion, but to be 
effective it has to be put on before skin ulceration has occurred. It is difficult 
to prepare but is obtainable as ‘P.V.A. jelly’ from Messrs. Clay & Abraham 
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of Liverpool. It is better than the formerly popular aluminium preparation, 
‘Baltimore paste’. When normal actions of the bowel have been established, 
protection is best gained by washing the surrounding skin with soap and 
water after a motion, and by applying a simple talcum powder when the skin 
has been dried. Greasy ointments and pastes are better avoided, as they not 
only macerate the skin but soil the belt and rot the lining. Compound 
tincture of benzoin, and brilliant green with gentian violet, 0.5 per cent. of 
each (Pigmentum tinctorium B.P.C.), are effective applications if excoriation 
does occur: several coats are painted on and allowed to dry, and then 
‘vaseline’ gauze can be applied without softening the skin. 

Constipation in the colostomy patient is mainly a virtue and seldom a 
problem. If the patient misses an evacuation, he should be assured that not 
the slightest harm will result. A tendency to constipation can always be 
controlled by altering the diet. Occasionally, it may be necessary to break 
up a small impaction with the gloved finger, or a glycerin suppository can 
be inserted into the stoma. 


GENERAL ADVICE 

After a few months, when the patient has overcome the initial difficulties, 
normal activities can be gradually resumed. Manual work can be under- 
taken and a business man can start work in office again; but he is always at 
a disadvantage if he has to attend to himself away from home. This is 
because of the lamentable lack of washing facilities in most public and office 
lavatories. An individual toilet with washbasin makes things easier for him. 
Women whose duties are mostly in the home are able to manage their lives 
more smoothly than men. 

Patients should be encouraged to take up again the sport they played 
before, always remembering that exercise as opposed to sedentary existence 
increases the activity of the bowel. Swimming is allowed without any 
appliance or dressing, provided the colostomy can be relied upon; but the 
more fastidious may desire to be fitted with a rubber bath belt, the flat outer 
surface of which is hardly noticeable under the costume. 

Social life in the majority of patients is restricted; they fear that the noise 
of flatus will be audible or the odour perceptible to other people, and visits 
to the theatre, cinema, and to other than intimate friends, are not common. 
When staying at an hotel the patient should try to finda room with bathroom 
and W.C. combined; if a private bathroom and lavatory can be afforded 
there will be no difficulties. 

Patients should be told that the operation and the presence ot a colostomy 
do not prevent them in any way from having normal marital relations: 
many think that sexual intercourse is no longer possible and need to be 
reassured. Intelligence and financial security make the patient’s lot much 
easier, but there is no reason why most patients who have had a successful 
operation cannot lead full emotional and useful lives. 








CHRONIC CONSTIPATION IN CHILDREN 


WITH PARTICULAR REFERENCE TO HIRSCHSPRUNG'S 
DISEASE 


By MARTIN BODIAN, M.D. 


Director, Department of Morbid Anatomy, The Hospital for Sick Children, 
Great Ormond Street. 


Most children who suffer from chronic constipation which is often associated 
with megacolon can now be submitted to a rational form of treatment with 
a reasonable hope of cure. This radical change in the outlook of a common 
disorder has been brought about by recent advances in the understanding of 
the etiology, and by the proper classification of those several diseases which 
have, in common, chronic constipation and segmental or total dilatation of 


the large intestine. 
Excluding the cases secondary to gross organic lesions, such as anal 
stenosis, tumour, spina bifida, and the like, two main groups of megacolon 


emerge: 
(1) Megacolon due to colonic inertia: 
(a) “Terminal reservoir’ variant 
(b) “Tubular dilatation’ variant 
(2) Megacolon due to segmental aplasia of enteric ganglia, i.e., Hirsch- 
sprung’s disease. 
The failure to recognize this clear division into the two disease processes 
has produced a state of confusion regarding the value of various forms of 
treatment in Hirschsprung’s disease, and has tended to obscure the gloomy 


outlook in this condition. 


MEGACOLON DUE TO COLONIC INERTIA 

The Clinical Picture 

This condition is much more common than Hirschsprung’s disease 
proper. Although constipation may be present from birth or from early 
infancy, it does not tend to lead to acute crises of neonatal or infantile 
intestinal obstruction. There is a gradual increase in severity, and marked 
constipation dates only from several months or years of age. It may coincide 
with weaning or an acute febrile illness, or a maternal illness with some 
neglect of the child. With constipation the motions become large and dry, 
and defecation becomes painful. The child holds back and thus aggravates 
the condition. Anal fissures may develop as well as prolapse of the rectum, 
and streaks of blood may coat the motions. With the fear of painful de- 
fecation and holding back, first the rectum and then the sigmoid colon may 
become passively distended with fecal masses (fig. 1). Proximal to this there 
is moderate gaseous distension, and this leads to abdominal enlargement. 
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This is never as severe as in Hirschsprung’s disease, and peristaltic waves, 
borborygmi and flatus are not common. 

With increasing fecal distension of the rectum and sigmoid colon, the 
constipation may be masked by overflow ‘incontinence’ or ‘diarrhea’: 
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: Fic. 1.—Progression of dilatation of rectum Fic. 2.—Progression, in Hirschsprung’s dis- 
and sigmoid colon to the ‘terminal ease, of dilatation and hypertrophy of 
reservoir’ and ‘tubular dilatation’ vari- the intestine proximal to the aganglionic 
a 
ants of megacolon due to colonic segment. 
: inertia 
newly formed soft faeces are massaged past the hard faecal masses through 


: the anal orifice, and there is soiling of clothes and hands by day and night. 
There is often associated 
enuresis, and the child 
soon becomes a psycho- 
logical problem, un- 
happy, shy and intro- 
verted. 

q On examination, the 
general health of the 








child is usually quite 

good. His abdomen is j VA . 
often slightly distended. Lf AY 
Large fecal masses are / 


palpable in the lower Fic. 3.—Diagram to illustrate the findings on rectal ex- 
abdominal region, some- amination in Hirschsprung’s disease (left) and in 
. - ; megacolon due to colonic inertia (right). 

times extending up to 

the umbilicus. The perianal region is often stained with feces. The anal 
canal is short and the rectum is full of firm faecal masses (fig. 3). There may 
be anal fissures and prolapse of the rectal mucosa. 
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X-ray Appearances 

The division of this group of megacolon cases into ‘terminal reservoir’ and 
‘tubular dilatation’ variants is purely radiological. In the former the barium 
enema shows that the rectum and distal pelvic colon form a pear-shaped 
unilocular dilated chamber filling the pelvis and rising to the iliac crests, 
umbilicus, or even the xiphisternum. Proximal to this the colon assumes its 
normal diameter. In ‘tubular dilatation’ the rectal distension continues 
proximally into the entire sigmoid colon, which is wider and more tortuous 
than usual. The ‘tubular dilatation’ is merely a longer segment megacolon 
than the ‘terminal reservoir’ variant (fig. 4, 5). 

There are, however, cases of chronic constipation even with overflow in- 


Fic. 4.—Diagram of the skiagraphic appearances in Hirschsprung’s disease (left), ‘terminal 
reservoir’ megacolon (centre), and ‘tubular dilatation’ megacolon (right) 


continence and palpable faecal masses in the abdomen in which no megacolon 
can be found on radiological investigation 
Etiology : 

The features leading to chronic constipation in a child may be manifold 
and some have already been mentioned. Among these are alterations in 
feeding habits, intercurrent illnesses, and lack of maternal care. Aggravating 


factors include pain on defecation, with consequent holding back, mental 


backwardness, and hypothyroidism. 

It is not quite clear, however, why some children respond with consider- 
able dilatation of their rectum and colon and others do not. This may be an 
index of the severity of the condition and the length of time it has been 
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allowed to persist untreated, or else it may indicate a particularly poor tone 
of the bowel musculature. It may also be that bowel sensation in these 
children is poor. Further information on these problems is still desirable. 

Pathological examination of the affected bowel segments is rarely possible. 
Fatalities have not occurred at The Hospital for Sick Children, but the 
occasional specimens removed surgically have not shown any abnormalities 


of their enteric autonomic ganglia. 


Treatment and Course 
This condition, though chronic and sometimes very difficult to eradicate, 





Fic. 5.—Anteroposterior skiagram after barium enema in ‘terminal 


reservoir’ me gacolon 


is essentially benign, and fatalities have not been encountered in the large 
series of this hospital. Some children may learn to overcome their difficulties 
by their own efforts; most, however, persist for many years, but their general 
health is not seriously affected. The following regime has proved satisfactory 
at The Hospital for Sick Children. It includes three principal features: 
thorough evacuation of the bowels, purgation, and education in normal 
bowel habits. 

Evacuation of the bowels._In the most severe cases with very hard contents 
in the rectum, manual evacuation under an anesthetic is first carried out. 
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This is followed by daily bowel washouts for about three days until the 
rectum and colon are clear. Usually, spontaneous evacuations reappear at 
this stage, but the overdistended rectum is not yet completely emptied and 
further bowel washouts are necessary: three times a week for three weeks, 
then twice a week for two weeks, and once weekly for several more weeks. 
‘The bowel washouts are essential; enemas are not adequate enough in 
clearing the rectum and colon. The treatment can be applied at home with 
the help of a district nurse. The length of the total course may vary with the 
chronicity of the case. 

Purgatives.—These are ineffective before thorough bowel washouts are 
applied and even harmful, since they may cause colicky abdominal pain in 
addition to the other discomforts of the child. Once the bowel is evacuated, 
they become effective. Rae’s mixture has been found very useful: 

Neostigmine bromide § grain (10 mg.) 
Magnesium sulphate : 20 grains (1.3 g.) 


Petroleum emulsion (50 per cent.) 60 minims (4 ml.) 
Water to 120 minims (8 ml.) 


The initial dose is 60 to 120 minims (4 to 8 ml.), and this is increased to 360 
minims (24 ml.) twice daily if necessary. 

Additional petroleum emulsion may be necessary to soften the motions. 
This treatment should be carried on for several months after completion of 
the bowel washouts. 

Re-education of normal bowel habits:;-A regular bowel regime is 
usually easily established. In cases with environmental difficulties, such as 
parental mishandling or in backward children, special advice must be given 
and the help of the psychiatrist may be sought. 

Quite often one such prolonged course of treatment will suffice to cure the 
condition. Not uncommonly, however, relapses will occur, especially during 
any additional illness, and a further course of bowel washouts and aperients 
may become necessary. Some children are particularly difficult to treat, and 
among these are children with an anal membrane or other form of anal 
stenosis in whom chronic constipation may persist for prolonged periods 
though the original cause of the obstruction has ceased to exist. Relapses will 
also occur if the predisposing causes, such as environmental factors, per- 
sist. The dilatation of rectum and colon takes a considerable time to regress, 
even though the symptoms of chronic constipation and overflow incon- 


tinence may be cured. 


HIRSCHSPRUNG’S DISEASI 
Since Hirschsprung’s description of the clinical pattern of the disease in 
1887, attention has been focused on the dilated and hypertrophied colon 
which was thought to be the site of the primary pathology, and all forms of 
treatment were aimed at this part of the bowel since no organic cause for 
the enlargement of the gut could be demonstrated. Ehrenpreis showed, 
however, in 1946, with serial skiagrams, that the megacolon was not present 
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at birth but developed only at a few weeks or months of age (fig. 2). Several 
articles published in 1949, both in the United States and in Great Britain, 
focused attention on a macroscopically normal-appearing distal segment of 
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Fic. 6 (left)—An emaciated infant, aged 5 months, 
showing the characteristic clinical features of Hirsch- 
sprung’s disease. 

Fic. 7.—The same child, aged 3} years, two years after 
rectosigmoidectomy. 


bowel in which an organic but only microscopic lesion was found. With this 
elucidation of the pathology of Hirschsprung’s disease following its clear 
separation from the other forms of megacolon, surgeons are now able to 
apply a new and rational form of treatment by ‘rectosigmoidectomy’, which 
has changed the outlook of this severe condition from one of gloom to one 


of hope. 
The Clinical Picture 

Boys are much more commonly affected than girls: less than 10 per cent 
of all cases are girls. Constipation begins often at birth with meconium re- 
tention for several days and, in fact, Hirschsprung’s disease is one of the most 
common causes for the delayed passage of the first meconium stools. 
Severe constipation is often dated from early infancy, and obstructive crises, 
with vomiting and sudden abdominal enlargement, occur in two out of three 
cases in the first six months of life. These crises are associated with severe 
dehydration and may subside spontaneously or require bowel washouts. 
Motions vary from daily evacuation to none for several weeks. The stools 
are thin and toothpaste-like when soft, and like rabbity pellets when hard. 
There is considerable gaseous abdominal distension in the young infant, but 
with passage of flatus the abdominal enlargement regresses. The older child, 
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however, has a permanent distension, mainly of the upper abdomen, with 
flaring of the ribs, flattening of the diaphragm, eversion and apparent down- 
ward migration of the umbilicus (fig. 6, 7). Facoliths may be palpable 
through the abdominal wall, but usually they are masked by the accumula- 
tion of gas in the bowel. Borborygmi are common and peristaltic waves 
cross the abdomen. These features indicate overactivity on the part of the 
megacolon and vary considerably from the clinical picture of the inert or 
‘passive’ megacolon, in which there is fecal rather than gaseous distension, 
with no very obvious bowel activity such as is indicated by peristalsis and 
borborygmi. Again, in variance with the findings in colonic inertia, the rec- 
tum appears empty when a finger is inserted, the anal canal is long and 
tight, but through the rectal wall large facoliths may be palpable in the 
dilated and overfolded lower sigmoid colon (fig. 3). 

The disease runs a chronic course of partial intestinal obstruction, with 


superimposed acute crises which may be dangerous to life owing to the 
sudden pouring of fluid into the obstructed loops of bowel with consequent 
dehydration, or the sudden release of toxic substances from the obstructed 
loops following relief of the obstruction. Malnutrition varies with the severity 
of the condition and with the care taken of these children. Untreated cases 
rarely reach adult life; | know of about only half a dozen instances, and 


most of these show gross physical and endocrinological underdevelopment. 


Radiology 


The characteristic radiological feature of Hirschsprung’s disease is the 


Fic. 8 and 9.—Anteroposterior and lateral skiagrams after barium enema in Hirsch- 
sprung’s disease showing the terminal ‘narrow’ segment. (Reproduced by permission 
of the Lancet.) 

demonstration of a terminal normal or narrowed segment of bowel distal to 

the megacolon, whereas the dilatation in the megacolon of colonic inertia 

extends into the rectum and the anal canal (fig. 4). 
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No bowel washout or purgative is given before the barium enema. It is 
important not to reduce the state of colonic distension by any such means, 
since the radiological diagnosis has to be made by the demonstration of the 
contrast between dilated and undilated bowel. ‘To avoid accumulation of 
desiccated barium, glycerin and paraffin are added to the barium emulsion, 
which has the following formula: 


POON So iictsiciwisvresccesieves 2 Stee) 
Mucilage of tragacanth . . théstenxy S20. ee 
Glycerin S ld men ake ; 3 fl. oz. (14 ml.) 
Paraffin emulsion (50 per cent. liquid paraffin)... 2 fl. oz. (55 ml.) 
MN SV iced cade ornes —e ... tor pint (568 ml.) 


It is necessary to introduce small amounts of the barium emulsion into 
the rectum and sig- 
moid colon under care- 
ful screening control, 
in order to avoid ob- 
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scuring the character- 
istic distal segment by 





superimposed barium- 
m, E an PROXIMAL DISTAL 
distended bowel. The 
flow of the enema is 


stopped as soon as a 





diagnosis can be made 
and well before all the : 
dilated bowel can be “DILATED SEGMENT —>\«— NARROW SEGMENT —> 


demonstrated. One sees | Hsspertrophy No hypertrophy 
the terminal narrow | 4 Gangiion Ne ganelion cells 
segment and its trans- cells 


ition by means of a Fic. 10.—Diagram to show the distribution of ganglion cells 


funnel-sha ped zone in the hypertrophied and dilated as well as in the distal 
narrow segment. (Adapted from fig. 3, Lancet, 1949, 


into the grossly dilated i 6 


bowel (fig. 8, 9). ‘The 
transition is most commonly at the rectosigmoid junction or in the distal or 
proximal sigmoid colon, but the funnel-shaped transition zone may occasion- 
ally be seen much higher in the intestinal canal. 

Plain x-ray films of the abdomen reveal gaseous distension ot the colon 
with elevation of the diaphragm. The contrast between narrow and dilated 
segments of bowel cannot be seen in the new-born period, and repeated ex- 


aminations may be required before a diagnosis can be made. 


Genetics 

There is a definite familial incidence of Hirschsprung’s disease which is 
probably genetically determined. The chances of a brother of an affected 
child developing the disease are about 1 in 5; those of a sister are small. 
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Etiology 

At necropsy, or at operation, the dilated and thickened bowel narrows 
distally through a funnel-shaped transitional zone into a segment of in- 
testine of normal or slightly narrowed calibre and normal thickness. ‘This 


distal segment has been regarded as normal and the hypertrophied mega- 
colon as the primarily abnormal bowel. Recent advances, however, have 


shown that the grossly normal appearing bowel, the terminal segment, ts 
the site of the primary lesion, which only microscopic examination will re- 
veal. It is there that the intramural ganglion cells of Auerbach’s and 


Fic. 11.—A normal plexus of Auerbach in the dilated and hypertrophied bowel ( * 280). 
Fic. .—A poorly formed plexus of Auerbach in the transitional zone ( x 300). 
Fic. .—An abnormal nerve trunk of non-medullated fibres in the aganglionic segment 


(x 300). 
Meissner’s plexuses have failed to develop, and abnormal nerve trunks re- 
place the normal plexuses. Both these abnormal features are invariably 
observed in Hirschsprung’s disease. The funnel-shaped transitional zone 
contains only few poorly developed ganglion cells in its proximal part; 
distally there are none. The dilated and hypertrophied bowel shows perfect 
ganglia. The aganglionic segment extends from the anus through the distal 
narrow segment into the funnel-shaped transitional zone for up to two 
inches (fig. 10, 11, 12, 13). 

In my experience of 78 personally examined cases this was the invariable 
finding, but the total length of the aganglionic segment varied considerably. 
In more than go per cent. of all the cases the funnel-shaped transitional zone 
lay somewhere within the upper rectum or lower or upper sigmoid colon 
(fig. 15). The aganglionic segment extended more proximally in a small 
number of cases—to the splenic flexure, hepatic flexure, to the cecum, or 
even into the small intestine. The bulk of the cases thus form the ‘short 
aganglionic segment variety’, the remainder ‘the long-segment variety’ (fig. 
14). Most of the latter do not survive the neonatal period, but the resected 
colon of a successfully operated child, aged three-and-a-half years, is shown 
in figure 16. The aganglionic segment in this case extended from the anus to 
the ascending colon but the child survived without cacostomy to the age of 
three-and-a-half years. He is now well, six months after the colectomy. 
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It is considered that the embryological development of intestinal ganglia 
normally proceeds in a cranio-caudal direction from cesophagus to anus. A 
genetically determined disturbance early in development would explain a 
long aganglionic segment; a later disturbance in development would pro- 
duce a short aganglionic segment, both extending distally to the anal 
margin. ‘The abnormal nerve trunks which are also characteristic of Hirsch- 
sprung’s disease are probably formed by an overgrowth of parasympathetic 
nerve fibres which fail to synapse in the wall of the aganglionic bowel seg- 
ment. Since the ganglia of Auerbach and Meissner normally control peri- 
staltic movement, the 


, ae anifeats- RT AND INTERMEDIATE 
functional manifesta eer ee es 


tion of the absence of f typical Hirschsprung’s Disease 
aganglionic cells would 
be a failure to propel 
the intestinal contents 
through the affected 
segment. This seg- 
mental failure of nor- 
mal bowel function 
would lead to an at- 
tempt on the part of 
the more proximal 
bowel to overcome the 
obstruction by hyper- 
trophy and dilatation, 
thus explaining the 
formation of a sec- 
ondary megacolon. 
Treatment 

No form of medical 
or surgical treatment 
which had been used 

‘ Fic. 14.—Diagram to show the variants of Hirschsprung’s 
prior to the new disease according to the length and situation of the 


etiological conception aganglionic segment. (Adapted from fig. 8, Lancet, 1951 
i, 302.) 


of Hirschsprung’s 
disease was permanently successful. Although some claims of successful 
treatment have been made, these were subsequently found to be related to 
cases of megacolon with colonic inertia, so that confusion was caused by the 
usage of the term megacolon as a synonym for Hirschsprung’s disease, and 
by the failure to recognize the division into two main groups. Excision of 
the dilated colon alone was soon followed by a recurrence of obstructive 
symptoms and by dilatation and hypertrophy of the bowel proximal to the 
anastomosis. A colostomy in the dilated bowel was the only successful, and 
often life-saving, measure, but attempts at closure of the colostomy usually 


failed. 
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In the light of the new etiological conception that the primary pathology 
is an absence of peristalsis from the aganglionic distal segment of intestine, 


the removal of this part of bowel by ‘rectosigmoidectomy’ has become the 
rational treatment of Hirschsprung’s disease. Although, by careful con- 
servative medical treatment, a few children with a relatively short aganglionic 
segment can be maintained in a reasonable state for years, they never enjoy 
normal health and their development is certainly retarded. The treatment of 
choice in this condition must be surgical. 

New-born and young infants in acute obstructive crisis ought to be 
treated conservatively in the first instance. The careful introduction of a 


Fic. 15 (left).—The specimen of bowel removed by rectosigmoidectomy from a case of 
short-segment Hirschsprung’s disease. The proximal line of resection is beyond the 
upper limit of the aganglionic segment 

Fic. 16 (right).—-The total large intestine and terminal four inches of ileum removed 
from a case of long-segment Hirschsprung’s disease. The upper limit of the 
aganglionic segment is in the proximal ascending colon 


finger, or of a flatus tube if necessary, will often produce the passage of gas 
and deflation of the bowel. If gas is not passed, it is imperative not to push 
the tube blindly too high; I have seen a perforation of the bowel as a result 
of such procedure. A laparotomy should be performed and inspection may 
confirm the suspicion of a long-segment variety of Hirschsprung’s disease. 
A colostomy in the dilated segment may be necessary, but it is difficult to be 
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certain of the exact point of transition from gaseous distension to undilated 
aganglionic segment in the newborn. On the other hand, a one-stage re- 
section of the aganglionic segment may be feasible. 

The principles of the operation in the older infant and child are the de- 
functioning of the distal bowel by a colostomy, to be followed after a few 
weeks or months by a rectosigmoidectomy; finally the colostomy is closed 
(fig. 17). It has been the custom at The Hospital for Sick Children to defer 


the rectosigmoidectomy to the age of one year or eighteen months, and to 


The principal features of a rectosigmoidectomy are illustrated 
the zone to be resected is demarcated. The narrow segment is dis- 
sected from its supporting fascia propriaand is then intussuscepted 
out of the pelvic cavity; the intussuscepted segment is excised 
extraperitoneally, and the bowel proximal to the aganglionic seg- 


ment is anastomosed.-to the anal ring. 


rf 


precede it usually by a transverse colostomy. This two-stage procedure has 
been adopted particularly in children in poor nutritional state and with 
long-standing obstruction, in order to prepare them carefully for the major 
operation. On the other hand, there is a tendency now, especially in younger 
patients who have not suffered from severe ill-effects, to proceed with the 
rectosigmoidectomy in one stage without colostomy. A good part of the 
dilated and hypertrophied bowel is also removed at the same time as the 
aganglionic segment, in an endeavour to anastomose reasonably normal 
bowel to the anal ring. 
Results 

Since 1948, 65 cases of Hirschsprung’s disease have been submitted to 
rectosigmoidectomy at The Hospital for Sick Children. In one additional 
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long-segment case, an ileo-anostomy was performed after resection of the 
entire colon and four inches of terminal ileum. The follow-up period was 
less than three months in the last eight cases and these are therefore ex- 
cluded. There were four fatalities in all: two under anesthesia and one from 
peritonitis. The fourth child died eleven months after rectosigmoidectomy 
from a volvulus around an adhesion. Two cases have remained uncured 


owing to incomplete resection of the aganglionic segment. The remaining 
52 cases have been vastly benefited from the operation. Many are in a 
perfect state of health; others are considered satisfactory but have occasional 


slight discomfort from abdominal distension. ‘They usually have spontaneous 
regular motions, many without any aperients. Their weight gain is adequate. 
Only a few postoperative complications have been observed, such as urinary 
retention or stricture at the site of anastomosis. All these were transitory and 
have completely regressed. 

These excellent results have been confirmed in the United States and in 
Scandinavia, as well as elsewhere. It would therefore appear that the new 
rational approach to the problem of chronic constipation, and particularly to 
Hirschsprung’s disease, constitutes an important advance in paediatrics. 
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CORTISONE IN THE TREATMENT OF 
FYE DISEASES 
A CLINICAL REPORT 


By JOSEPH MINTON, F.R.C.S. 
Ophthalmic Surgeon to the Royal Free Hospital Group (Hampstead General 
Hospital), West End Hospital for Nervous Diseases, and Queen Elizabeth 
Hospital for Children. 


THE value of cortisone in the treatment of eye diseases is now well estab- 
lished. ‘The American ophthalmological literature already contains reports 
of 1000 cases treated with cortisone. Among reports published in British 
journals are those of Lavery and his colleagues (1951), who reported on 143 
cases treated in Dublin, and Horne (1951), who described 5 cases of syphilitic 
interstitial keratitis and syphilitic iridocyclitis treated with cortisone in 
Leeds. Sir Stewart Duke-Elder and his colleagues (1951) have reviewed 416 
cases of various types of eve diseases treated with cortisone in Great 
Britain. 

I started treating patients with cortisone in February 1951. The patients 
were treated with either eye-drops or subconjunctival injections. The eye- 
drops are instilled into the conjunctival sac, one or two drops three times a 
day. To prepare the eye-drops the saline suspension of cortisone acetate, 
which contains 25 mg. of cortisone per 1 ml., is diluted with normal saline; 
the eye-drops contain 5 mg. of cortisone per 1 ml. For subconjunctival 
injections the saline suspension of cortisone acetate is used. The eye is 
ana’sthetized with 2 per cent. ‘anethaine’ solution. The undiluted cortisone 
suspension (0.4 ml., containing 10 mg. of cortisone) is injected under the 
conjunctiva a few millimetres from the limbus in any quadrant of the eye. 


HERPES ZOSTER OPHTHALMICUS 
Herpes zoster ophthalmicus is often associated with ocular complications. 
The patients may develop episcleritis or even scleritis. ‘The cornea may 
become involved and the degree of change vary from a mild to a severe 
keratitis. Iridocyclitis or iritis may also occur. These inflammatory diseases 
of the eye usually take many weeks or months to clear. After an attack of 
herpes zoster ophthalmicus the eye may remain irritable for many weeks or 
months. Treatment with cortisone has proved to be of great value in post- 
operative inflammations of the eye. Cortisone used as drops or for subcon- 
junctival injection usually clears the episcleritis, and the keratitis or irido- 
cyclitis subsides. The eye becomes less irritable within a few days from the 
beginning of treatment with cortisone. In the past, patients suffered from 
discomfort for many weeks or months. Treatment with cortisone has 
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shortened the perio d of convalescence to a few days or weeks. It may be 
necessary to continu e with the treatment for several weeks. 


Case 1.—Female, aged fifty-four, with herpes zoster keratitis of the right eye 
Photophobia and pain developed in the right eye following an attack of herpes 
zoster ophthalmicus. She was seen in the Out-patient Department of the Hampstead 
General Hospital several weeks after the onset of the herpes zoster. The right eye 
was inflamed and irritable. A diagnosis of keratitis was made. Cortisone eye-drops 
were given, thrice daily. The symptoms abated a week after the beginning of treat- 
ment. The condition was cured in three weeks. The eye now remains white with 
normal vision. 


Case 2.—Female, aged seventy-two, with episcleritis, following herpes zoster 
ophthalmicus of the right eye. In July 1951, she had had right herpes zoster oph- 
thalmicus. The right eye remained red and irritable for two months. A severe epi- 
scleritis was present. In September, cortisone eye-drops thrice daily were 
prescribed. The eye improved rapidly, and was cured after ten days’ treatment 


Case 3.—Male, aged fifty-five, with recurrent corneal ulceration and keratitis 


following herpes zoster ophthalmicus of the left eye, in 1947. The left eye then 
developed a severe keratitis. November 1948: tarsorrhaphy of left eye. May 1949: 
tarsorrhaphy was opened. Since 1949 he has had recurrent corneal ulceration with 
iritis. The cornea is anesthetic. Cortisone eye-drops, thrice daily, were started in 
May 1951; he was then suffering from another acute attack of keratitis with corneal 
ulceration. The eye became white within a few days and the corneal ulcer healed, 
but the ulceration of the cornea has recurred twice since, even while cortisone drops 
were being used 


ROSACEA KERATITIS 

Rosacea of the face is often associated with keratitis. The cornea shows 
deep infiltration and marginal corneal ulceration. The ulcers heal, leaving 
scars. In the course of time the ulceration extends to the centre of the cornea, 
with scarring and vascularization of the cornea. The cornea may become 
vascularized and scarred over the whole of its surface. The condition lasts 
for years, the patients suffering from recurrent attacks, but they usually 
have periods of freedom from pain and inflammation. Various treatments 
have been tried in the past, such as zinc ionization, diathermy, superficial 
x-ray therapy, subconjunctival placental implants. Mydriatics, and recently 
antihistamines (‘antistin’ drops, ‘benadryl’), give some relief. 

Cortisone has proved to be of great value in the treatment of this chronic 
condition. It is administered either as drops or subconjunctivally. ‘The eye 
becomes less irritable in a very short time. The vascularization of the cornea 
diminishes, and even the corneal scarring becomes less marked. 

Cortisone should be used in rosacea keratitis for many weeks or even 
months. Recurrences may still occur, but these will respond to treatment 
with cortisone. 

Case 4.—Female, aged sixty-three, with rosacea keratitis and recurrent ulceration 
of both eyes since 1946. The left eye had a dense vascularized corneal scar—L.V 
6/60. The right cornea was scarred—R.V. 6/24. She had had several courses of 
superficial x-ray therapy, zinc ionization, and numerous drugs. She had also had a 
subconjunctival placental implant in the right eye 
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Subconjunctival injections of cortisone, 0.4 ml., and cortisone drops were started in 
March 1951. The right eye became less irritable. The patient still has recurrent 
attacks of keratitis but cortisone helps her more than anything else she has tried. 


Case 5.—Female, aged fifty-four, with rosacea keratitis. She attended the Out- 
patient Department of the Hampstead General Hospital in September 1951, with 
a history of recurrent corneal ulceration of the left eye of several years’ duration 
Recently she developed inflammation and ulceration of the right eye. On her first 
attendance at the hospital the left eye showed a dense scar of the cornea. Vision of 
the left eye—hand movements. Right eye—ciliary injection with corneal ulceration. 
She was treated with penicillin, ‘antistin’, and atropine. ‘The eye remained irritable. 
Cortisone eye-drops were prescribed in November. The right eye improved rapidly. 
Within one week the eye became white and the ulcer healed. The eye is no longer 
irritable. The skin of the face and nose shows a few characteristic rosacea spots. 


Case 6.—Female, aged forty-three, with rosacea keratitis. Both eyes became in- 
flamed in 1943. The inflammation subsided after many months of treatment. In 
1949 she had another severe attack of inflammation of both eyes. At that time the 
condition was diagnosed as rosacea keratitis. The cornexw of both eyes were treated 
with superficial x-ray therapy. The right eye had three treatments and the left eye 
eight treatments. The condition improved after many months of treatment. In 
September 1951 she had another severe attack of keratitis in both eyes. X-ray 
treatment was again given but without effect. She was first seen by me on November 
13. Both eyes were then irritable. The cornez did not stain with fluorescein, but they 
were hazy and edematous. A few scars were present on both cornex. Vision of the 
right eye with glasses, 6/24. Vision of the left eye with glasses, 6/60. 

Cortisone eye-drops were prescribed to be used three times daily. She was seen 
again a week later. The eyes were less irritable. Vision: R.E.—6/18; L.E.—6/18. 
She stated that the improvement set in three days after beginning treatment with 
cortisone drops. She was seen again on December 2, 1951, three weeks after cortisone 
treatment was started. The eyes were then white. No photophobia. Vision: R.E. 
6/12; L.E.—6/5. The cornea of the left eye was clear. A few superficial corneal scars 
are still present near the limbus. The left cornea was hazy but the vision of this eye 
improved to 6/12. The skin of the face and nose still showed a few rosacea spots. 


VASCULARIZED CORNEAL SCARRING 
Severe inflammations of the cornea may be followed by the formation of a 
vascularized corneal scar. Injuries of the cornea, such as corneal foreign 
bodies, corneal abrasions or burns of the eye, may also give rise to vas- 
cularized corneal scarring. In these conditions the eye may remain irritable 


for many weeks or months. Cortisone has proved to be of value in these eye 
conditions. ‘The eye usually becomes less irritable within a few days from 
the beginning of treatment. The vascularization of the cornea is greatly 
diminished and the scarring of the cornea becomes less marked. ‘The two 
cases described below fully illustrate these points. 


Case 7.—Male, aged thirty-two, with keratitis and vascular corneal searring. 
Since 1946 he had suffered from recurrent corneal ulceration of both eyes. The left 
eye developed a central vascular corneal scar. The eye was irritable and red for about 
a year. The vision of the eye was reduced to 6/60. He had superficial x-ray therapy 
with no improvement. In February 1951, cortisone treatment was started. The 
condition of the eye improved immediately. In March 1951 the vision of the left 
eye improved to 6/18. The eye became white and was no longer irritable. He lost the 
photophobia which had worried him for about a year. In January 1952 the vision 
of the left eye was 6/12, the eye was not irritable and the corneal scar was greatly 
reduced in size and much thinner. 
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Case 8.—Male, aged thirty-one, with corneal scar following injury to the left eye 
with a capstan in 1950. First seen in March 1951. Vision of the left eye 6/9. The eye 
was irritable. A central corneal scar was present. Treated with ‘antistin’ drops and 
‘albucid’. The eye remained irritable. Cortisone drops were started in July 1951. 
The eye rapidly became less irritable, and the vision improved. 


NEUROPARALYTIC KERATITIS 
Neuroparalytic keratitis may follow an operation on the Gasserian ganglion 
or neurectomy of the ophthalmic division of the 5th nerve for trigeminal 
neuralgia. ‘The cause of many other cases of neuroparalytic keratitis is often 
not discovered, but it is usually due to a virus infection of the cornea or 


possibly of the Gasserian ganglion. The cornea becomes insensitive and a 


chronic keratitis is present. The cornea eventually becomes scarred and 
vascularized. 

Cortisone can help in this condition because, as in all other inflammatory 
eye diseases, the vascularized scarring of the cornea is diminished thereby. 
The condition may recur because an insensitive cornea is subject to repeated 
virus infections. 

Case 9.—Female, aged sixty-one. In November 1940 she developed a neuro- 
paralytic keratitis of the right eye ; corneal sensation was absent. A tarsorrhaphy was 
carried out in November 1940. The eye was closed for six months, and had a 
permanent vascularized corneal scar. In 1941 the vision was 6/24. The condition 
recurred in 1944 and 1945. She was treated with penicillin, antihistamine drops, 
and atropine, short-wave diathermy, and zinc ionization. Subsequent to 1945 
inflammation of the eye recurred at yearly or two-yearly intervals, an attack lasting 
for about four or five months. In March 1951 she had an acute attack of keratitis 
\ marked improvement set in one week after treatment with cortisone was started 
The inflammation of the eye subsided after three weeks. In October 1951 she had 
another attack of acute keratitis. The vision of the inflamed eye was reduced to 
hand movements. Cortisone drops brought about a quick resolution. The eye was 
white fourteen days after beginning of treatment. The vision of the eye in November 
1951 was 6/24. The cornea remains anasthetic with a central corneal scar 


PHLYCTENULAR KERATITIS 

Phlyctenular keratitis is often a manifestation of a tuberculous diathesis. 
The child may have a tuberculous lesion in the lungs and the Mantoux 
reaction is usually positive. In other cases the lungs and mediastinal glands 
are found to be normal. Infection of the nasopharynx or the throat may, also 
give rise to phlyctenular keratitis. ‘The disease runs a chronic course. Each 
attack causes inflammation of the cornea with corneal scarring, and in some 
cases partial or even total loss of vision may follow. 

Cortisone is of great help in diminishing the extent of the corneal in- 
flammation and vascularization. The patient should be fully investigated and 
the cause of the disease treated. At the same time, cortisone, given as eye- 
drops or subconjunctivally, will reduce the inflammation of the eye and 
prevent corneal scarring. 

Case 10.—Male, aged three years, with phlyctenular keratitis. The condition 
started in March 1951. Both eves were irritable, with marginal corneal ulceration of 
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each eye. In spite of treatment with penicillin, atropine and antihistamines the 
eye remained irritable. Mantoux reaction was positive. Cortisone drops were given 
in July 1951. The eyes improved within a few days, but the condition recurred when 
the drops were discontinued. Improvement set in again when cortisone drops were 
resumed 


Case 11.—Female, aged nineteen, with phlyctenular keratitis of the left eye, 
which had been inflamed and irritable for two years. Mantoux reaction positive. 
There was no evidence of pulmonary tuberculosis but she had symptoms of asthma. 
The left eye was irritable and the cornea showed a scar on the lower part. Cortisone 
drops were prescribed in December. The left eyegbecame white within a few days 
and all signs of irritation disappeared after two Weeks of treatment. Cortisone eye- 
drops were used for several weeks. Up to date the left eye has remained quiescent. 


Case 12.—Female, aged three years, with chickenpox and keratitis. She was 
admitted to the Hampstead General Hospital on October 19, 1951, complaining 
of sickness and crying out in sleep. Mantoux positive to 1:10,000. Enlarged ab- 
dominal glands. Family history of tuberculosis. Nov. 5: rash of chickenpox. Nov 
12: vesicles on limbus of the cornea of both eyes—two on right eye, one on left eye 
Left eye very injected. On November 14, cortisone drops were started. Corneal 
vesicles disappeared within a few days. Both eyes were white a week later. Discharged 
to convalescent home on December 12. 

This was most probably a keratitis due to chickenpox, but in view of the tubercu- 
lous history the possibility of acute phlyctenular keratitis had also to be considered 


EPISCLERITIS AND SCLERITIS 
Episcleritis and scleritis may occur at any age. The cause is often not 
discovered. The patients may be suffering from a rheumatic infection such 
as fibrositis or arthritis. Scleritis may be of tuberculous origin. A sclerosing 


keratitis may also be present. 

Cortisone has proved to be of great value in the treatment of episcleritis 
as in all other inflammatory corneal conditions. It will reduce the in- 
flammation of the eye, and patients lose the photophobia and pain within a 
few days after the beginning of treatment. It may be necessary to continue 
with cortisone for a long time. The patient must be fully investigated and 
the cause of the disease discovered and treated. 


Case 13.—Female, aged thirty-seven, with corneal scarring and scleral staphylomas 
of the right eye following sclerosing keratitis and scleritis in 1942. Episcleritis and 
scleritis of the left eye. This patient developed a severe scleritis and sclerosing 
keratitis in 1942. She was treated with the usual remedies—atropine and heat. 
Vision in the right eye deteriorated to 6/36, with scarring of the cornea and multiple 
staphylomas in the sclera. In December 1950 she developed episcleritis of the left 
eye. The first subconjunctival injection of cortisone (0.4 ml.) was given in February 
1951. The eye improved rapidly : vision 6/6 in April 1951. In June she had another 
attack of episcleritis and scleritis. Since that date she has been treated with cortisone 
eye-drops and subconjunctival injections of cortisone at fortnightly or monthly 
intervals. The nodules of episcleritis disappeared after cortisone injections but 
fresh ones reappear at irregular intervals. On the whole greatly improved. In 
December 1951 the vision of the left eye was 6/6. 


Case 14.—Male, aged sixty-five with recurrent corneal ulceration of the left eye 
and episcleritis for eighteen months. In September 1951, episcleritis and marginal 
keratitis of the left eye developed. Cortisone eye-drops brought about a rapid 
improvement. The eye has remained white and not irritable for four months 
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Case 15.—Male, aged twenty-seven, with episcleritis. The left eye waters, it is 
red and irritable. Acute episcleritis for many months. Subconjunctival injection of 
cortisone, 0.4 ml., was given in April 1951. The condition cleared up very rapidly 
after the one cortisone injection. 


IRITIS AND UVEITIS 

Iritis, iridocyclitis and choroiditis are due to a number of causes. In some 
cases the cause can be discovered easily, such as a syphilitic or gonorrhceal 
infection. In other cases a search for a septic focus often gives negative 
results. These inflammations of the eye are often associated with rheumatic 
affections. It is therefore possible that, as may be the case in other rheumatic 
diseases, the inflammation of the eye may be due to an endocrine imbalance. 

Cortisone will bring about a quick resolution of the inflammatory process 
in the eye. In iritis and iridocyclitis, exudates in the anterior chamber and 
vitreous usually clear quickly with cortisone treatment. The adhesions of the 
iris to the lens (posterior synechia) may disappear within a short time and 
the vision of the eye improves rapidly. In acute iritis and iridocyclitis, 
cortisone has proved to be a valuable remedy; given in the early stages of the 
inflammation of the eye it will prevent structural damage of the eye and thus 
loss of vision. ‘The cause of the disease must be treated. In chronic irido- 


cyclitis when structural damage has already been established, cortisone will 


not remove lens opacities. Acute choroiditis responds favourably to corti- 
sone. In these cases systemic administration of cortisone or ACTH is 
necessary. 


Case 16.—Female, aged forty-one, with kerato-conjunctivitis and iridocyclitis 
of the right eye. The right eye became inflamed and painful in December 1950 
A severe keratitis and iridocyclitis was present. Subconjunctival injections of corti- 
sone were started in February 1951. The eye improved rapidly but she had several 
relapses when cortisone was stopped. Before the use of cortisone the cornea had a 
vascularized scar extending from the limbus to the centre of the cornea, K.P. +, and 
the vitreous was hazy. The vision was very poor. Vision R.E. 6/36. Cortisone drops 
and injections were given in February, March, April and June. Since September she 
has had cortisone drops only. The cornea now has a small thin scar at its periphery 
A few keratitic patches are present at the back of the cornea. The vitreous is cleat 
Vision in the right eye is now 6/9 (partly). She developed an allergic dermatitis, 
most probably due to cortisone. 


Case 17.—Male, aged twenty-seven, with uveitis. A flying bomb injury to left 
eye in 1944 caused a perforating wound of the left eye with detachment of the retina, 
which left the eye blind. In August 1951 he developed a uveitis of the blind eye 
He was admitted to the Hampstead General Hospital and treated with four sub- 
conjunctival injections of cortisone, 0.4 ml., and cortisone eye-drops. The left eye 
improved rapidly. The right eye remained normal. The left eye is now white and the 
uveitis has subsided. 


Case 18.—Female, aged fifty-one, with acute iridocyclitis of both eyes with 
secondary glaucoma. Admitted to the Hampstead General Hospital on October 31, 
1951, under the care of Mr. MacLeod. Partial gastrectomy by Mr. MacLeod on 
November 7. A few days after operation she complained of redness of both eyes 
A week later a diagnosis of iridocyclitis with acute secondary glaucoma of both eyes 
was made. She had been treated by me at the Hampstead General Hospital in 1950 
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for iridocyclitis of the right eye. The right optic disc was then cupped and the teld 
was constricted. Next day, 0.5 ml. of cortisone was injected subconjunctivally into 
both eyes. She was also treated with 

TE Litccnnxiackanes .see+ 2 per cent. 

Eserine I per cent. 44 oily drops 

They were instilled in both eyes half-hourly. Heat and leeches were also used 

‘The ocular tension was reduced within a few days. The pupils remained dilated 
A few days later cortisone drops were also given, thrice daily. On November 28, 1951, 
she was discharged from hospital. Both eyes were white. The cornew of both eyes 
were normal and the media clear. The fundi could be seen clearly. The right disc is 
deeply cupped and the field very constricted. The left disc is normal, but the field 
was found to be constricted. 


Case 19.—Female, aged twenty-five, with iridocyclitis and arthritis, with a vesi- 
cular eruption, probably a virus infection, was admitted to the Hampstead General 
Hospital on July 31, 1951, complaining of pain in the knees, toes, ankles, and left 
elbow, for two weeks, and ulceration of mouth. Temperature 103° F. (39.4° C.). 
Small vesicles on arms and legs. Both eyes red and painful. On examination of the 
eyes, ciliary injection was present. Fine keratitic precipitates. Vitreous hazy. 
Posterior synechiz. Right vision 6/24 without glasses—6/18 with glasses. Left vision 
6/36 without glasses—6/12 with glasses. Treated with systemic aureomycin. Corti- 
sone was given subconjunctivally (0.4 ml. each eye). The eyes had been treated with 
atropine and heat. The iridocyclitis persisted. Cortisone was given subconjunctivally 
(0.4 ml. each eye) on August 15, 1951. Cortisone ophthalmic ointment, 10 mg. per g., 
twice daily for both eyes, and also cortisone drops. The eyes improved rapidly. She 
was discharged from hospital on August 30, 1951. 


POSTOPERATIVE IRITIS 


Cataract extraction or operations for glaucoma or detachment of the retina 
are often followed by a postoperative iritis. Cortisone can safely be used 
about ten days or a fortnight after the operation on the eye. The inflam- 
matory reaction of the eye is greatly reduced, and any structural damage to 
the eye as a result of the iritis may thus be prevented. 


Case 20.—Male, aged forty-eight, with postoperative iritis and keratitis, following 
iridencleisis operation for glaucoma of right eye. This patient lost his left eye in 
childhood. In January 1948 he developed acute glaucoma of the right eye, which 
was treated by iridectomy. A year later the tension of the eye again began to rise. 
Vision of the right eye 6/18. Visual field constricted. In February 1951, iridencleisis 
was carried out on the right eye. Two weeks after this operation he developed a 
postoperative iritis and keratitis. The eye was treated with subconjunctival injections 
of cortisone, 0.4 ml., and cortisone drops. The iritis and keratitis subsided within 
two weeks and the vitreous cleared. Good result. Vision 6/18. 


Case 21.—Female, aged forty-eight, with postoperative iridocyclitis following 
extraction of cataract. This patient, a high myope, developed lens opacities at the 
age of forty. In June 1950 she had an extraction of an immature right cataract. In 
October the capsule was needled. In April 1951 she developed iridocyclitis of the 
right eye, which was treated by subconjunctival injections of cortisone (0.4 ml.) 
Within a fortnight the vitreous had cleared and the iridocyclitis subsided. Vision 
of the right eye is now 6/9. 


Case 22.—Male, aged seventy-three, with bilateral, mature cataracts and post- 
operative iritis. Admitted to Hampstead General Hospital on October 12, 1951. 


Three days later, left combined intracapsular cataract operation. Postoperative 
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sulphamezathine (14 g.). Local treatment of the eye—atropine drops, 1 per 
cent., penicillin drops, 5000 units per ml., ‘antistin’ daily. On November 3, the eye 
was still red; he developed a postoperative iritis. Cortisone drops thrice daily to left 
eye. Patient discharged home with a white eye. Vision with glasses, 6/12. 


SUMMARY 

In this article clinical histories of a number of patients are given. Cortisone 
eye-drops or subconjunctival injections of cortisone were found to be of 
great value in inflammatory conditions of the anterior segment of the eye. 
The conditions which respond most favourably to local cortisone treatment 
are: 

(1) Episcleritis. 

(2) Inflammations of the eye following herpes zoster ophthalmicus (epi- 


scleritis, keratitis, iritis). 
(3) Phlyctenular keratitis. 
(4) Acute iritis or iridocyclitis (acute choroiditis requires systemic ad- 


ministration of cortisone or ACTH). 
(5) Postoperative iritis. 
(6) Rosacea keratitis. 


I wish to express my thanks to the Ministry of Health for the supply of 
cortisone. My thanks are also due to Mr. K. Wood, chief pharmacist of the 
Hampstead General Hospital, and to the nursing staff of the Hampstead General 
Hospital for the great help they have given me in the treatment of my patients. 
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IN the course of a review of the technique used in diagnostic assessment of 
the neuroses and psychosomatic illness it was decided to subject a series of 
general medical in-patients to such assessment in a routine way. The in- 
tention was to find out what results were obtained when this particular 
technique was applied to such patients, who might be taken as representative 
of the medical in-patient population from among whom were drawn many 
of the psychosomatic problems referred to the psychiatric department. 

There have been surprisingly few comparable studies, most investigations 
of this kind having dealt with out-patients, or with specially selected groups 
in the community (Halliday, 1935; Bruce Pearson, 1938; Hamman, 1939; 
Russell Fraser, 1947). They tend to be provocative in their results, and 
Barton Hall (1949) has pointed out that findings are apt to vary to some 
extent with the enthusiasm of the clinician. 

Flanders Dunbar (1943), in her investigation of 1,200 general hospital in-patients 
in certain selected age- and symptom-groups (cardiovascular disease, diabetes, and 
fractures), examined in a routine way on admission, considered that 80 per cent. 
had emotional difficulties related to their symptoms, or affecting therapy. In a general 
review of psychiatry in medicine at the Mayo Clinic, based on the year 1927, 
Moersch (1932) found that 10 per cent. of all patients registered presented problems 
in which the psychiatric element proved to be the outstanding factor. There was also 
a group of 25 to 30 per cent. who presented psychiatric problems in addition to 
organic disorder. A _B.M.A. committee on mental health in 1941, quoted by Barton 
Hall, concluded that in any group of sick people ‘something like 30 per cent. will be 
found to be suffering from conditions about which it is helpful to have psychiatric 
advice’. That this is an under-estimate is suggested by Pemberton’s (1951) follow-up 
study of 100 medical out-patients and 88 in-patients in a teaching hospital, supple- 
mented by evidence from near relatives of 12 in-patients who had died. In this group 
of 200, 59 per cent. were assessed as suffering from psychosomatic or psychoneurotic 
illness. As his criterion of psychosomatic illness, Pemberton used Halliday’s defini- 
tion (1948): ‘a bodily disorder whose nature can only be appreciated when emotional 
disturbances—i.e. psychological happenings—are investigated in addition to physical 
disturbances—i.e. somatic happenings’. In a similar, but less well-informed review 
of 586 private medical in-patients in the Johns Hopkins Hospital, and 349 patients 
‘in the practice of internal medicine’ in Boston, Reynolds (1930) found 22 and 20 
per cent. respectively to be psychoneurotic. Perhaps the difference between 20 and 
59 per cent. is a rough guide to the increase in recognition of the significance of 
emotional factors over the past twenty years, rather than evidence of a change in 
incidence, or of unrecognized bias on the part of the clinician. For completeness, 
other figures from the literature may be summarized as follows :—Heldt (1930) 
found that 12 to 20 per cent. of medical admissions were primarily psychoneurotic, 
and 30 per cent. or more if secondary disturbances were included; Billings (1937), 
that between 6.2 per cent. (male) and 8.3 per cent. (female) were primarily ‘per- 
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sonality disorders’: and Ripley (1940), that when a psychiatric consultation service 
became available in the medical wards of New York Hospital, 15 per cent. of the 
admissions were referred for an opinion. 


PRESENT INVESTIGATION 
The present article deals solely with clinical findings—the technique of ex- 
amination will be discussed separately. Through the courtesy of Professor 
R. E. Tunbridge every fourth patient admitted to his beds at the General 
Infirmary at Leeds was seen, over a period from June 6, 1950, until September 
5, 1950; and every second patient between August 7 and 18, 1951. This gave 
33 patients in all, of whom seven were too ill for psychiatric examination, 
or died before they could be seen. In one case a misunderstanding over the 
physical findings prejudiced the psychiatric examination, and as re-examina- 
tion has not been possible it has been omitted from the series. In each of the 
25 remaining cases a short summary of the psychiatric findings was made 
at the time of examination. To save space, only these, slightly expanded, are 
given here. . 


Case No. 1. Mrs. H.H., aged twenty-three. Miliary tuberculosis 

A girl who shows no trace of the seriousness of her illness in the outlook she ex- 
pressed. Although circumstantial and inexact she gives a history indicative of 
definite dullness and backwardness, which probably explains her attitude, in part 
at least. Associated with this are marked anxiety symptoms, present all her life. She 
is the sort of person who, if she had not become so seriously ill in the physical sense, 
would undoubtedly have required psychiatric attention from time to time; and 
possibly also social supervision, for the welfare of her children. Her adjustment to 


hospital is satisfactory. (Intermittent mental symptoms of a gross kind had been 
noted in this patient previously. Shortly after this examination she became confused 
and disordered, and was transferred to an observation ward, where she died a few 


weeks later.) 


Case No. 2. Mr. W.S., aged fifty-two. Hypersplenism, duodenal ulcer, and pyloric 
stenosis. 

A quiet man, of average intelligence, and without marked psychoneurotic dis- 
ability. He has always led a sociable and comfortable life, without showing much 
ambition. There are no outstanding problems associated with his admission to 


hospital. 


Case No. 3. Mr. J.G., aged thirty-four. Thyrotoxicosis. 

A man ot average intelligence. He gives a marked record of anxiety, all his life 
His habits are solitary. His relationships at home are not satisfactory, his wife being 
indifferent and critical, although it is uncertain how much of this is due to his own 
emotional incapacity. His admission for investigation is certainly due in some part 
to a hypochondriacal trend, which is at present pronounced. No problems relating 
to admission 


Case No. 4. Mrs. M.A.W., aged eighty. Accident, pyelitis, and senility. 

An old lady who lives alone, and has done so for as long as she can, being admitted 
now as an emergency. Mentally she is remarkably clear, with an excellent memory, 
and no significant sensory defect. She gives evidence of a strong and dominating per- 
sonality in the past, without neurosis until the late age of fifty-nine, when she 
suffered a clearly defined neurotic type of symptom—the development of a strong 
impulse while driving cars to steer into cars passing on the other side of the road. 
After this she was unable to drive again, and it was the start of her ill-health. It is 
not certain, however, how much of this was related to the onset of chronic physical 
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disability. Admission to hospital has resulted in loss of her home, and she now 
contemplates ending her days in a geriatric ward. 


Case No. 5. Mr. R.W.C., aged forty-nine. Thyrotoxicosis and auricular fibrillation. 

Large, stout, florid patient, of average intelligence. He has a good work record, 
which has led to a position of supervision in a colliery. There is no record of anxiety 
in the past. He is well adjusted to the fact of his illness, but is ignorant of some of 
its meaning. He rather over-emphasizes that he expects to be going back to work, a 
development which seems doubtful on the basis of his physical state. This suggests 
hidden anxiety of a realistic kind, which might be relieved by the almoner or a 
psychiatric social worker. He has no comment to make on the ward life, which, 
however, he accepts with difficulty. 


Case No. 6. Mr. W.L.B., aged thirty-five. Diabetes, and coronary thrombosis. 

A bright and intelligent, youngish man, who all his life has been subject to dis- 
abling anxiety. He has had difficulty in adjusting to permanent work, and has 
married a neurotic woman who adds to his troubles. He now shows pronounced 
hypochondriacal and obsessional traits, and requires definite and appropriate re- 
assurance about his condition and progress. There is no apparent relationship be- 
tween emotional stress and the onset of his illness, or between subjective emotional 
experience and symptoms. 


Case No. 7. Mrs. 1.T., aged twenty-two. Mitral stenosis. 

An unusually intelligent girl, of definite obsessional make-up, who has shown 
considerable adaptability to environmental and personal emotional stress. She is 
fortunate in her mother and her husband, both being of great assistance to her. 
Noted: first, the undesirable physical stress which still recurs in her environmental 
situation (living with casual and domineering parents-in-law) ; secondly, the strength 
of her feelings towards her ‘in-laws’, with associated frustration, and somatic ac- 
companiments; and thirdly, an independence which has prevented her raising these 


questions with any doctor previously. There appears to be a clear relationship be- 
tween subjective emotional experience and some of her attacks of paroxysmal 
tachycardia. She is fully adjusted to hospital life. This is a patient whose personality 
and problems would more than justify the most thorough assistance possible from 
the social and psychiatric point of view. 


Case No. 8. Miss M.S., aged twenty-two. Bronchiectasis. 

Severely deformed, pulmonarily crippled, immature, underdeveloped, and a little 
bit dull in intelligence, with limited emotional and physical life. Her attitude to her 
illness has become one of resignation. She is not psychoneurotic, so far as can be 
judged; her illness has prevented her finding herself in stress-producing situations. 
She is not enterprising, and her chief outlet in the past has been in her work—a 
routine job, folding in a cardboard box-making factory, where, however, she had 
readily established happy day-to-day relationships, beyond her capacities otherwise. 
With the loss of this small resource she has become bored and apathetic. Social 
supervision may help her considerably. 


Case No. 9. Mr. J.B., aged sixty-two. Duodenal ulcer. 

A slightly ageing individual, who has developed chest and abdominal symptoms 
over the past eight years, with, simultaneously, a definite sense of strain in his work, 
although of a minor and not readily elicited kind. He is responsible for checking 
expensive and elaborate machines before they leave the factory. There is no 
evidence of earlier childhood or adult anxiety, and he is well adjusted socially and 
at home. He gives a definite impression of hypochondriasis, however, and there 
seems little doubt that his symptoms are related directly to the continuing un- 
relieved emotional tension developing in recent years at his work. 


Case No. 10. Mrs. K.B., aged sixty-eight. Hypochromic anemia. ? Neoplasm. 
An elJerly patient, without evidence of anxiety or neurosis at any time. Well 
adjusted, and not disturbed by hospital admission. Is fully prepared for changes in 
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her way of living called for by her illness. It is noted that she herself considered the 
subjective accompaniments of her anwmia—feelings of tiredness, and being ‘run 
down’—as being caused by ‘nerves’, although this is not so on examination. 


Case No. 11. Mrs. A.A., aged seventy-four. Reactive depression, and attempted coal- 
gas poisoning. 

A moderately depressed woman, of neurotic make-up, who has been unhappily 
married, and who now, in old age, finds herself with few interests, friends, or 
relatives, and who has got up against an unwanted daughter-in-law, in spite of a 
certain amount of superficial goodwill between them. Her son is closely attached to 
her, and emotionally dependent upon her. Outlook for the future is poor; she trusts 
that her demonstration mav influence her daughter-in-law to behave more agreeably 
towards her. A patient who needs all the psychiatric and social resources available 


Case No. 12. Mrs. M.R., aged sixty-five. Asthma, and ?erythema nodosum. 

An elderly-looking, but not so old woman, who has developed obscure asthmatic 
and skin symptoms acutely in the month prior to admission. She ascribes her illness 
to worry. In the last nine months, two sons, a newly born grandson to her widowed 
daughter-in-law, and a daughter have all died suddenly by accident or illness, all 
of them being in close personal touch with her at the time. She says that she ‘just 
let herself go’, and ‘let things slide completely’. Despite this subjective feeling there 
is no definite evidence to confirm an etiological relationship to her physical state. 
There is no record of previous anxiety or psychoneurosis. She is a domesticated 
individual, well adjusted, whose reaction to her losses has, in fact, been almost 
within normal limits. Her entire background is one of adequacy within the limits of 
her intelligence, which is a dull average. 


Case No. 13. Mr. S.S., aged seventy-three. Hypertension. Prostatic hypertrophy. 

A bright, intelligent looking Pole, whe has worked successfully in this country for 
fifty years. He looks much younger than his age, and is decidedly extroverted in his 
general attitude. He has pronounced obsessional traits, but they are not disabling 
In addition to the symptoms for which he has been admitted he describes chronic 
dyspeptic complaints related to ‘aggravation’, by which he means any bad news, and 
in this connexion only there appears to be some definite hypochondriasis. His per- 
sonal life is well adjusted. He shows a mixture of reticence and helpfulness which 
leaves one uncertain about the possibility of some complex-determined emotional 
factors in his description of his symptoms. 


Case No. 14. Mr. S.V.D., aged fifty-five. Bronchiectasis and emphysema 

An aggressive and impulsive individual, who did not cooperate fully in his inter- 
view. He admits to no childhood or adult anxiety. He has had many difficulties in his 
work, and his record suggests strongly that these have been psychopathic in nature 
rather than psychoneurotic. Many of his statements are felt to be unreliable and 
incomplete. His solitary way of living at present, with one son aged fifteen sharing 
the same room, the two of them cooking and looking after themselves separately, is 
far from satisfactory, although in keeping, maybe, with his personality. Social 
investigation would apply, and perhaps supervision also 


Case No. 15. Mrs. M.W., aged forty-four. Post-gastrectomy syndrome. ?Thyro- 
tOXICOSIS. 

It is clear that emotional factors have played a considerable part in this patient's 
symptoms, and at one point in the past she had psychiatric help. Her manner 
suggests mental dullness, but this is not substantiated by the history, and it is more 
likely a manifestation of her markedly hysterical make-up. This is coupled with a 
querulous and complaining attitude, engendered perhaps by the inevitably unhappy 
domestic and marital situation. The hysterical dissociation she displays in her 
attitude to her illness must have confused investigation greatly in the past. Through- 
out the interview it was felt that she was trying to make something of an impression, 
and that to this extent her statements were unreliable. She showed guilt about being 
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in hospital, stating that she knew that others who were more ill than she required 
hospital beds. 


Case No. 16. Mr. M.W., aged forty-eight. Chronic nephritis. 

A hypertensive patient who appears to have had slowly progressive chronic 
nephritis for at least ten years, although not recognized until later. No trace of 
childhood anxiety, but there have been definite obsessional traits throughout his 
adult life. He gives the impression of being above average in intelligence. His in- 
terests are mature, and he shows unusually good social and domestic relationships. 
There is, however, the existence of somatic emotional tension, even in this patient. 
Anxiety about his illness is evident in his reaction to questions about being in 
hospital, and he gives the impression that he does not wish to have too much re- 
vealed to him at present. 


Case No. 17. Mr. H.P., aged fifty-six. Carcinoma of bronchus, with cerebral 
secondaries. 

Examination very difficult, because he is so uncooperative. He talks irrelevantly, 
with much hesitation for words. He is disorientated for time, place, and person, and 
is unable to calculate. His general attitude is accusatory. He shows the terminal 
stages of a gross organic reaction. 


Case No. 18. Mrs. A.A., aged sixty-three. Myxcedema. 

A patient who is obviously physically ill, with severe endocrine imbalance. ‘The 
history gives some evidence of mental change of a chronic organic type, probably 
worse in the past than the present. She is of average intelligence; and she has 
brought up a family successfully. The outstanding feature in this case is her present 
serious estrangement from her husband, with concomitant emotional stress and de- 
pression. The latter is a major component in her condition just now. She is clear in 
her own mind that there is a definite relationship between her troubles at home and 
her illness, the former making the latter much more trying. She found relief in dis- 
cussing her problems—she had packed to leave her husband before admission to 
hospital, but was persuaded by her doctor to postpone such a move. She was grateful 
for the suggestion that the almoner might be prepared to go into her financial un- 
certainties on her behalf. 


Case No. 19. Mr. B.W., aged fifty-six. Carcinoma of bladder. 

A cheerful, talkative man, extroverted, and unwilling to be critical of himself or 
of others. He admits to no anxiety in childhood or adult life. He is not himself in any 
degree obsessional, but both his second wife and his father-in-law, with whom he has 
lived since his marriage four years ago, are decidedly so, and this has led to trouble 
in his relationships with them. He attempts to deal with this by evasion, and by 
controlling his irritation. There is a history of a perforated ulcer three-and-a-half 
years ago, possibly related to drinking. He is not dependent, on superficial examina- 
tion, but gives the impression of resigned immaturity by shutting his eyes to his very 
real environmental problems. 


Case No. 20. Mrs. L.M., aged seventy-one. ?Carcinoma of thyroid (or bronchus). 

An elderly lady, with considerable physical limitation because of pain. She and 
her husband have brought up two daughters successfully, both married, with 
families ; and they now live the restricted and rather solitary life of an aged couple. 
There is no record of anxiety except in a minor way in recent years. A certain 
amount of depression has troubled her in the past two years, in association with her 
physical disability. There are no outstanding environmental difficulties, but ad- 
mission to hospital has brought feelings of loneliness, accentuated by an empty bed 
next to her in the ward, and by the distance from her home, which makes visiting 
difficult. 


Case No. 21. Mr. E.E., aged sixty-six. Pneumothorax. ?Bronchial carcinoma. 
A rather uninformative patient, although cooperative. The history suggests dull- 
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ness and backwardness, with a poor school and work record, and much unemploy- 
ment. He gives no record of anxiety traits, either in childhood or adult life, nor has 
he been obsessional. At one time he developed a condition diagnosed as miner’s 
nystagmus, for which he received compensation, but this was afterwards disallowed, 
an event which rankled for many years. Although unemployment has caused much 
environmental stress in the past there is none now, and his personal relationships are 
satisfactory. No major psychiatric problems at present. 


Case No. 22. Miss P.W., aged sixteen. Diabetes. 

A girl who gives the impression of being well-balanced, intelligent, equable, and 
mature for her age. There is no record of anxiety, or of obsessional traits. She is 
reserved about her parents, and it was clear that she resented questions about them; 
apart from this there was no evidence of environmental difficulty. She has adjusted 
well to hospital life. 


Case No. 23. Miss M.B., aged twenty. ?Epilepsy. 

This patient was sent in as having papilledema and uremia, but this is not so. 
When seen she was under the influence of paraldehyde, but was nevertheless rest- 
less, shouting, and aggressive, making grimacing movements with her face. ‘I he 
indirect history available indicates that she has been feeble-minded, with enuresis, 
and occasional epileptic fits. Her present condition started suddenly three days ago, 
on wakening in the morning, without apparent cause. She is about to be transferred 
to an observation ward for psychiatric investigation. 


Case No. 24. Miss D.G.M., aged sixteen. ?Epilepsy. ?Hysteria. 

A very immature and naive girl, admitted after an unobserved spell of uncon- 
sciousness at her work. Weeping, emotional, and childishly resistant in her behaviour 
in the ward. School record good, although she found school ‘horrid’. Does not give 
a history of anxiety, nor does she show obsessional traits. She is markedly dependent 
in her relationships at home, and her interests and attitudes are those of a pre- 
adolescent. A puzzling case, calling for full psychiatric assessment, and social in- 
vestigation, éven though the circumstances of her admission do not suggest a primary 
emotional problem. 


Case No. 25. Mr. R.B., aged sixty-nine. Pulmonary fibrosis. ?Bronchial carcinoma. 

An intelligent, deaf, elderly man, limited by shortness of breath. He gives the 
typical history of a psychopathic personality, having roamed the world all his life 
except for the last eight years. He never married because he could not settle down. No 
childhood anxiety, but since his war service in the first world war he has had per- 
sistent chronic anxiety, particularly in connexion with his work, where he has always 
felt insecure. For eight years he has looked after himself in one room in Leeds, and 
increasing disability, including his deafness, has gradually cut him off from others, 
so that he has become very lonely. In spite of this he will not accept the oppor- 
tunity of living with relations, because he feels he would certainly fall out with them. 
Psychiatric assistance would not make much difference, but social supervision might 
help considerably. 


RESULTS 
Statistical evaluation of such results is scarcely appropriate. Eleven patients 
had some psychiatric element contributing to the clinical picture; and 
seven displayed some psychiatric feature not materially affecting the physical 
illness for which they had been admitted. Only six of the 25 patients were 
without some psychiatric factor calling for comment at the time of examina- 
tion. Two patients, it may be noted, felt that ‘worry’ was responsible for their 
complaints, whereas it did not seem so to either physician or psychiatrist. In 
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general, looking at the picture as a whole, it would seem that for full and 
thorough medical care the physician should be prepared to go into possible 
emotional or environmental problems in a therapeutic way in about one-half 
of his patients. ; 
DISCUSSION 

This raises a number of wider questions. If the responsibility for un- 
covering and using such psychological clinical data is accepted, how is the 
duty to be discharged? This is the main problem, and it is one with several 
facets. For example, how many doctors are able to obtain and assess such 
material, or, further, have sufficient interest? Or the time? It is a natural 
tendency to speculate whether a medical auxiliary such as an almoner or a 
psychiatric social worker might not serve; and the answer probably is that 
in many cases they can, as indeed they often do at present, in spite of much 
overwork. The frequency of these psychological and environmental factors 
is such that the question arises whether all almoners ought not to be fully 
qualified as psychiatric social workers also. It is significant that a psychiatric 
social worker can always discharge the duties of an almoner, whereas the 
almoner sometimes fails in the réle of psychiatric social worker. But ac- 
ceptance of the value of the work of an auxiliary does not dispcse of the 
danger of a gap between the doctor and the social worker; and inevitably 
there are occasions when medical issues, psychiatric or otherwise, separately 
or combined, require treatment or recognition which is decidedly beyond 
the scope of an auxiliary. The actual division of responsibility between the 
doctor and the almoner or psychiatric social worker depends upon the 
capabilities of each, and varies greatly. Moreover, there are some patients 
whose emotional make-up demands a close relationship with the doctor 
even when there is no physical step for him to take towards cure. It is this 
kind of réle which many physicians and surgeons do not recognize as a 
therapeutic necessity, although many may practise it on the basis of in- 
tuition, or as the result of hard-won experience. Such considerations suggest 
that the doctor should take the initiative in establishing the psychological 
status of the patient, and that it is not sufficient for a medical auxiliary to 
explore, and then pass a particularly difficult problem to the doctor. In the 
course of psychological examination, skilfully done, a good affective re- 
lationship should normally develop. The medical auxiliary should participate 
in this as an associate of the doctor rather than establish it separately from 
him, with all the consequent possibilities of error and conflict, or inadequate 
treatment. 

This raises the further question of the adequacy of the training of the 
medical student for such responsibility. Expert psychiatric care must 
necessarily be reserved for the exceptional patient, although Billings, 
McNary and Rees (1937) have shown that economically a full-time psychiatric 
consultant service in the general hospital more than pays its way. In the 25 
cases reviewed here only two were referred for a psychiatric opinion. ‘The 
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clinical value of what may be called unspecialized psychiatry is also un- 
doubtedly very real, however, and with adequate training of medical staff 
in minor psychotherapeutic resource and understanding there may be at 
times a further notable economic advantage. Ziskind (1951), for example, in 
describing the effect of incorporating a psychotherapeutic training pro- 
gramme into the regular medical out-patient clinics of a general hospital, 
states that at one point, for the first time in the history of the hospital, the 
waiting list in the out-patient department diminished to zero. This result 
would probably remain an ideal in many places, but it is stimulating to hear 
of it in one instance at least. Moreover, it points an answer to the objection 
sometimes raised, that the general »hysician does not have enough time for 
psychological assessment. It may, in practice, take less time in the aggregate 
if more psychotherapy is associated with less physical therapy and in- 
vestigation elsewhere. 


SUMMARY 

The results of psychiatric examination of 25 unselected medical in-patients 
are reported. It is suggested that social and emotional factors are likely to 
be relevant in about half the cases admitted to the medical wards of a general 
hospital, and the implications for the doctor and the training of the medical 
student are shortly discussed. 

I am glad to acknowledge the kindness of Professor R. E. Tunbridge in giving 
access to these patients, as well as advice and criticism from him and Professor 
D. R. MacCalman. 
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THE STREAM OF CONSCIOUSNESS 


By C. G. LEAROYD, M.R.C.S., L.R.C.P. 


PRESIDENT COOLIDGE summed up a long sermon by saying that the preacher 
seemed to be against sin, and I found that most people summed up the 1950 
Reith lectures, ‘Doubt and Certainty in Science’, by Professor J. Z. Young 
with an unimpressed, “They don’t seem to know how the mind works’, and 
personally I felt the same disappointment. I found a similar response to the 
series of broadcasts entitled “The Physical Basis of Mind’ by eminent 
scientists and Lord Samuel two years ago. The fault is in the medium. Just 
as the most effective oratory when read may seem appalling trash, so these 
carefully prepared papers abounding in thoughtful explanation when turned 
into words on the wing at 9.15 p.m. on Sundays gave no coherent picture 
to that majority of listeners who think in pictures. Only the similes stuck, 
like Professor Young’s picture of the brain as a vast Government office. Yet 
they can be read with enchantment. Professor Young’s book is an exciting 
pioneering book, whose author will not turn aside from his line of thought. 

All these authors except Lord Samuel—the anatomist, the physiologist, 
the neurologist and so on—have examined this great subject, the working of 
the mind through the spectacles of their callings. None of them has especially 
examined the end product of mental activity—consciousness. | believe the 
reason is that these lecturers for the same reason that they are eminent are 
highly specialized thinkers, who in my experience are the least capable of 
introspection and so have nothing to compare with the stream of conscious- 
ness of others. Perhaps then in a subject so vast, almost co-extensive with 
all human activity, it will not be thought presumptuous or poaching on the 
preserves of the great if one who has no specialized training, a naturalist- 
journalist sort of person, whose God or Guide is Function, whose religion is 
that of the disreputable old hag Nature herself, a kind of opportunist tele- 
ology, and on whose banner is a strange device ‘What is or has been the use 
of it?’, makes a few observations. For twenty-five years he has been firing off 
questions at all sorts of people at odd times: ‘When you described that 
scene, did you in your mind see it? In colour or black and white? Moving 
figures? Close up or far away? When you were reading that story did you 
hear the hero speak? What sort of voice? Like your own? Did you taste the 
poison that Madame Bovary took?’, and so on. The first reaction to these 
questions is often one of surprise; most people have never examined their 
streams of consciousness and introspection is novel to them. The second re- 
action is ‘Of course, I saw the picture. How else could I have thought of 
it’. I must have heard that ‘of course’ a thousand times. All very unscientific 
perhaps, but when one gets the same sort of answer from the same age- 
groups or the same types of people time and again one can generalize with 
some assurance. 


November 1952. Vol. 169 (546) 








THE STREAM OF CONSCIOUSNESS 47 


Let us first tidy our base with a few definitions. Brain: the massed 
nervous prolongation from the whole body which coordinates all impulses 
from within and without, the urge of sex from the gonads, the tang of salt 
on a taste-bud, the itch of the scabies mite in her burrow, the light from a 
distant star. Mind: a loose term for the less automatic workings of this 
system. Thought: another loose term for the more purposeful, recording, 
planning and provisionary parts of the system. Consciousness: that part of 
thought which in educated people comes within range or almost within 
range of being communicable; in the illiterate two-thirds of humanity that 
part of thought that comes within range of being voluntarily repeatable. 
Consciousness is probably like the seen part of an iceberg, a twelfth or so 
of thought, and the big decisions are made below. This essay is a sketch of 
some aspects of the stream of consciousness, which is a continuous stream 
in the minds of people awake and in the lighter layers of sleep, that is, until 
the ocular and auditory systems have been blotted out. 


SURVEY OF THE STREAM 
The infant’s mind is normally confined to coordinating impulses from the 
sucking muscles, taste, touch, stomach and a few dozen other sources. It is 
natural to suppose that the first thoughts are echoes of the first sensations; 
that is to say, the electrical pattern made by the first sensations is repeated 
without the stimuli that established it. ‘This rudimentary after-image is the 
source of the stream of consciousness. Rudimentary, yes, but in terms of 
Professor Young’s fifteen thousand million clerks, each with his telephone 
in a giant office, it probably represents several thousand different messages, 
which have been patterned. Pattern isn’t quite the right word because, as we 
shall see when we come to deal with memory, what is really meant is a 


pattern of sequences, a tune rather than a carpet. 

Professor Young pointed out how an adult getting his sight for the first 
time finds the gift a bit of a nuisance and takes a year or two to learn to see. 
There is a stage in early childhood when people look rather grotesque, and 
we regress to this sometimes in dreams and toxemias; probably this would 
be more truly stated by saying that adults become habituated to the 
grotesqueness of humanity. I often wonder what kept Hogarth in this state 


all his adult life. 

A child’s mental processes are pioneering and difficult, and this is what 
makes time so long to him. ‘Time to man is the measure of the difficulty of 
his mental processes; the first day in the new job seems interminable. 

It isn’t long before the child has to economize in the luxury and slowness 
of using many senses in his stream of consciousness. Probably the first 
economies are made under some all-embracing smell: a peculiar dusty paint 
smell of a corner of a kitchen or nursery will stand for all the impulses from 
that vast sanctuary, that myopic world. Adults often retain vestiges of this 
form of summarizing; the delights of Istanbul to the traveller may be 
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summed up in an aromatic-filth smell. But it is when that glittering mass of 
sequins, that feel of bony fingers, that smell of pot-pourri and pyorrhcea, 
that intermittent stimulator of the taste buds by peppermint and such, that 
possessiveness to be avoided, becomes summarized under the two sounds 
‘Aunt Jane’, that the child may be said to be truly launched into that con- 
densation of consciousness into words, which is to lead eventually to further 
concentrations into ideas and concepts, and all the esoteric mysteries of the 
mind. Here it may be noted that any myopic occupation, knitting, stamp 
collecting, and even reading, tends to bring back the feeling of the caged 
security of childhood, and these pursuits tend to collect those who need it 
most at times when they are most in need of it. 

It is not long before the stream of consciousness in the child is being 
monopolized for long stretches by the visual in highly coloured pictures, 
) people looking quaint from two or three feet, close-ups frequent, of un- 
certain tenure because smell, touch or taste or body urges come barging in 
with rude abruptness. 

; The fantasies of childhood, at first recapitulating the early intimacy of 
I man with animals and in which Self is by no means the chief actor, in- 
. corporate into their structure every bit of information that the child can 
gather of the world around him—witness the largely mechanical fantasies 
of the modern child. They are plainly functional, e.g., the child making 
zooming noises with a ‘dinkie’ motor is becoming intimate with a contraption 
that will be important to him. Later in childhood they become intensely 
egocentric, so much so that their heroes and heroines are ashamed of them 
. and reticent about them, but they are still in vivid colours, repetitive, and 
keep incorporating any new information into their structure. After the 
dissolution of puberty they become more practicable and less coloured, but 
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: the highly coloured, egocentric, many-sensed fantasy is retained for sexual 
i fantasies. 

: The average adult’s stream of consciousness is mainly a dim and drab 
if visual, heard voices being the second most common ingredient. Heard words 
i are often used as reminders, dams to the stream of consciousness, signposts 
if ; to action—Mend George’s pants; turn down the electricity; clean up that 


dust in the bedroom, thinks the housewife. Ideas and concepts are masses 
of sensory impulses summarized sometimes under a hormonic feeling or 
one-word label. Tune thinking, seen-word thinking, figure thinking are 
normally in small amounts, but in specialists replace the visual. 

Galton, it will be remembered, found in his day a number of educated 
men who thought only in ideas and concepts and scoffed at the suggestion 
that anyone could think in pictures. Listening to “The Critics’ this year | 
heard a woman critic saying that a novel had set her thinking in entrancing 
pictures. “You don’t mean pictures, you mean ideas, concepts’—broke in 
another critic. He was not being superior, he was like Galton’s men, and to 
my mind his remark is tremendously important. Here is an intellectual man 








THE STREAM OF CONSCIOUSNESS 549 


who does not know that other people think largely in pictures, although he 
himself has graduated through this mode of thought. Here is the last of a 
long series of compressions and repressions that have taken place since his 
infancy, moreover one that can be examined. Note its iron-curtain quality, 
its absence of insight, its arrogant isolation. Presumably he would revert to 
earlier forms of thinking in dreams, under alcohol or toxins, in moments of 
fear and sexual excitement, when forgotten voices would be heard again, 
scenes recalled as in pageantry, and hormone-rousing smells that lushed and 
stamped the scene with one particular emotion stole subtly forth. 

Like sight coming for the first time to the adult, the faculty of introspec- 
tion, realizing what is taking place in one’s stream of consciousness, is 
acsuired and not often acquired because it is unprofitable and generally 
humiliating. The writer of ‘Ulysses’ was a novice at the subject; he em- 
phasized the jumble quality which can be made apparent but is not real 
because it does not take into account the lightning comprehensiveness of 
thought, e.g., all that one learnt at school epitomized in the faint picture of 
a grey building or a life history guessed at from a facial expression in a "bus. 

To sum up: the stream of consciousness in the child is multi-sensorial ; 
this has repeatedly to be condensed to deal with expanding interests and , 
occupations until that form of compression that suits the job and environ- 
ment is attained; this may culminate in that freak of civilization, the pure 
idea and concept thinker, in whom no sensory element is detectable. ‘These 
processes of condensation are not themselves conscious processes. 


MEMORY 


The stream of consciousness can give many a clue to the mechanism of 
memory. 


There is a shrub the name of which I have forgotten and want to remember. 
My heard-word department knows that it is an attractive name. I visualize the 
finely divided leaves and know it lives in wind-swept places. I see the mosaic 
flowering. Damn, it’s on the tip of my tongue. Something mildly oriental about it. 
Comes the smell and feel of hot sand and a mild cocktail of emotions: that evoked 
by reading of the crusades as a boy, that luxury feeling of basking after bathing, and 
a geographical sort of East of Suez feeling. The name eludes me and I feel I am on 
the wrong scent. The hot sandy smell recurs insistent, a sense of sunlight and 
splashing waves returns. Cornwall? Yes, yes. 'Tamar—Tamarisk. Thank God. Who 
was Tamerlane? The stream’s off again- 

Memory would appear to be a replaying of a sequence of the senses that 
has occurred before, electrical patterns that have been coordinated before. 
The idea of storage, a sort of built-up library, which seems to worry some of 
the eminent broadcasters, is unnecessary. A tune can be more durable than 
a photograph; man himself is a series of sequences, not static matter. A 
sense sends one of its many thousand possible messages, another sense sends 
its reinforcing message, quite a number join in: the body senses send their 
contributions, the ductless glands send theirs by messenger, and there are 
fifty kinds of anger and a thousand kinds of fear, and when all this i: re- 
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peated without the original stimulus it is a memory. Who has not memories 
that include besides the visual and auditory elements the memory of one’s 
feeling towards life or towards a person or problem at that time, surely the 
echo of an hormonic message? Isn’t the dark blankness of melancholia 
caused by there being no hormonic messages? In fact one of the most 
elusive types of memory is that in which a group of hormonic impulses 
makes one say, ‘When did I feel this peculiar emotion before?’ It is often 
the only conscious remnant of a dream, and it may be long before the other 
senses rally round to give the answer. Yet the hormonic is the part that gives 
vitality to a memory. I personally remember seeing Queen Victoria huddled 
up in the corner of a railway carriage, and also the return of the C.I.V. from 
South Africa from the roof of the Abbey. I do not believe that either of 
these memories would have been recoverable if they had not been vitalized 
by emotions, which were not the ones expected, but were evoked by the 
solitary glory of the pilot engine which preceded the royal train and the 
spacious wonder of being on a roof. 

I am certain that muscle sense plays its part in the repetitions of sequences 
that are memory. 

I was going out to the Pacific for a long time and the clutch of homesickness was 
fastening on me. I went down to the lake at Debden, a haunted place I held dear. 
It was a cold December day and I crouched behind some withies and spent five 
minutes deliberately taking it all in—the willows’ tracery on the far bank, their 
indistinct reflection on the grey water, the water-weedy smell, the silence that seems 
to know that sounds will echo over water. Afterwards, in the tropics, I could recall 
this scene from home much better if I crouched down with head back. Similarly, if 
one wants to remember the profile of somebody, say, in church, and turns one’s head 
to the left and takes in every detail, one can recall it much better by turning the head 
to the left. If as well as doing that the memory is evoked to the actual sound of 
church music and the musty smell of village churches, then the visual memory is 
almost hallucinatory. 

There must, I believe, be an emotional element in every memory, even 
that of a list of the Kings of England or the preparations of Senna. ‘The most 
vivid memory is the sequence suddenly recalled by several senses after a 
long time; its many functions in the millennia of man’s forming must have 
been life-prolonging, minatory, protective, enticing, food-getting. 

Memories frequently recalled, fade, their function gone. They are con- 
densed to a label in accordance with the law of the stream of consciousness, 
the same law that brought the child, conscious in many senses and impulses, 
to the idea- and concept-thinking critic. 


RETROSPECTIVE AWARENESS 
After some catastrophe or accident the stream of consciousness that im- 
mediately preceded it becomes a vivid memory; the mind repeats the 
unimportant electrical pattern it received from the senses and makes it 
important. There are several novels that utilize this trait; the first chapters 
portray ordinary life in detail, then suddenly, August 4, 1914, or September 
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3, 1939. The typical bomb story displayed it: ‘I was just tidying up the 
cupboard and was saying to myself (something unrelated to bombs) when 

In children after tonsillectomy one can generally get a detailed account of 
the hours that preceded the catastrophe, especially if it was sprung on them. 
You often see it working and searching the scroll of memory in cases of 
gastro-intestinal upset: ‘Now I come to think of it those sardines tasted 
queer’ or, darkly and suspiciously, ‘them rissoles!’. You see it with the 
common cold: ‘I remember now feeling chilly in the garden’ or ‘that draught 
in the "bus’. You see it most perfectly in homesickness. 

‘Time was in man’s history, in a far less complicated world, when this 
retrospective awareness saved families from the repetition of catastrophes. 
The point is that a strip of experience becomes important because of some- 
thing that happens afterwards, a purposeful mind is seeking to establish a 
conditioned reflex. Or perhaps the simple concept, ‘conditioned reflex’, is a 
vital and not a mechanical affair; instead of being the sequence of cause, 
casual associates of the cause, and effect, it is in reality a two-way affair and 
also works backwards from the effect. The loss of the stream of conscious- 
ness to memory for varying times before concussion, retrospective amnesia, 
to my mind emphasizes the fact that it is a stream, that one thought generates 
another, although it may be with such lightning rapidity that we fail to see 
the connexion between a thought and its great grandparent of a fifth of a 
second before, and that the only possible break in this sequence is some new 
external stimulus. You often find in these people with gaps of memory that 


the gap goes back to a considerable external stimulus: ‘I can remember hear- 
ing the school bell’, said a child who was stunned by a car on her way to 


school. 


REGRESSION 

Regression in times of emotional excitement, in illness, under the influence 
of drugs, and in old age is a broadly functional affair, a sort of biological 
gravity; the boy who cannot do the work of the Upper Fourth is put back 
into the Lower Fourth. The stream of consciousness being a part of the 
highest function of man, the last to modify, is the first to feel the wind and 
withdraw. Under stress of an excitement such as fear the idea-concept 
thinker will become a visual and heard-word thinker with small patches of 
seen-word thinking like the common ruck of us. Later he will stay at that 
level which suits the condition best. 

It is in disease that this phenomenon is most interesting. At the start of 
even the common cold staid people will revert to ‘feeling thoughts’, e.g., 
‘that place has an aura of sordid tragedy’; ‘that person with whom I have 
been in contact for years without noticing it is repellently Hogarthian’ ; ‘the 
office suddenly stinks with the drudgery of years’. None of these thoughts is 
verbalized, for they are of the currency of childhood. Hundreds of tubercu- 
lous writers and artists witness how the toxin of that disease brings down 
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from time to time those who have acquired a proficiency in words or 
painting to the picture-thinking of childhood and its fantasies: the three 
Bronté sisters weaving their tales in the comfortless rectory; Somerset 
Maugham who tells us that his fancy was like a ship under full sail when he 
was in a sanatorium, but who is apparently unaware that tubercle from early 
life—he says he was absent from school because his lungs were weak—has 
been his stimulus; Flecker writing Hassan from his consumptive bed, the 
penultimate scene of which in its cold cruelty is typical of a tuberculous 
fantasy in declension, accompanying the night sweat—these and dozens 
more will occur to the reader. 

Dickens, who said he saw his characters and heard them speak, i.e., was 
a vivid picture and heard-word thinker, I always suspected of tubercle. | 
was therefore delighted to find that he suffered for years from an ischio- 
rectal abscess; he was sitting on his inspiration. Lord Samuel wrote that 
we do not know whence the novelist derives his art. This is nonsense, the 
aloofness of the pure concept-thinker. Many novelists have described how 
they de-ego, tone down and rationalize their fantasies to get their tales. 

The reasons why tubercle plays such a large part in the production of 
literature and art are that it is intermittent in action, allowing the stream of 
consciousness to return to normal levels, that it is not very toxic, nothing like 
as toxic as alcohol, the early action of which, before it becomes a narcotic, 
it resembles, and that it is chronic and may operate until old age. ‘Three 
times I have watched the process of young poets and writers of ability with 
tuberculosis, whose art declined with their recovery; in each case interest 
faded as they fibrosed, they repressed the memory of the incident and were 
not too pleased to be reminded of their return to the nursery. Thus much 
literature is like paté-de-foie-gras, a diseased product. There are dozens of 
ways of putting into words any biological process, and another functional 
way of looking at this is that there is an increased desire for fame, for self- 
expression, in one confronted with a killing disease, to avoid the awful 
anonymity of death, and you can see this in Flecker’s letters. 

You get this regression in many diseases. I have no doubt that Wilde’s 
syphilis and mercury had a hand in his plays. Alcohol, in bringing the 
stream of consciousness back to the adolescent’s or child’s multi-sensorial 
day-dream type, has caused almost an equal amount of ink to flow. The 
coloured picture thoughts and feeling of security in the child’s stream of 
consciousness to which the addict returns are the attraction of opium taking. 

Dr. Mayer-Gross (1951) in a recent article on what he supposes are the 
specific effects of mescaline writes :— 

“There was, however, a marked tendency to think in visual images’. (His italics.) 
“There were also visual hallucinations, unconnected with my conscious thinking, 
especially friendly little animals, little demons and dwarfs, fairy-tale ornaments and 
the mythology from the aquarium such as one sometimes sees on the walls of inns. 


The faces of people around me were slightly distorted as if drawn by a cartoonist, 
often with the emphasis on some small humorous, but nevertheless rather character- 
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istic feature’—an excellent account of ordinary child-thinking. Another child- 
thought characteristic he mentions as being typical of the action of mescaline 
is ‘. . . a slowing down of the passage of time, sometimes culminating in a standstill, 
or complete timelessness’. Hyoscine is said to do the same. 

I fancy that all drugs and toxins can act only by taking us back along the 
broad highway whence we came, but each may emphasize or quieten 
particular senses by selective toxicity. The loss of word memory is one of 
the first signs of recession. 


SEXUAL FANTASIES 
The psychologist who asked the flapper if she were troubled with improper 
thoughts and was answered ‘No, I rather enjoy them’ might well have 
pursued the matter further with advantage to his arid -ology, for in this 
primary sphere the stream of consciousness becomes most like the original 
stream in childhood in that a large number of senses are involved, the 
aborigines of thought: smell whispers to touch and taste, coloured sight 
comes back in fancy dress, the ear hears stamping to a melody, the hormones 
like a band have set the tune, and all the body senses group by group join 
leering in what are, ninety-nine per cent. of them, rehearsals. Sexual 
fantasy illustrates the old Mosaic Law (rediscovered by the psychosomato- 
logists) that the whole body thinks. 

We had better start with chaffinches, a cock of which each spring in- 
variably preens himself and mock-battles with his own reflection in some 
window and is recorded in the local paper. This goes on for hours, day after 
day, until finally his testicles, suprarenals, and hormones generally, having 
worked themselves into a proper order of precedence he leaves the re- 
hearsals in which he fights and humiliates a shadowy rival and goes ripe to 
his prime function. A woman with a mirror and a lipstick is doing the same 
thing: ‘What a fright I look!’ Dab-dab. “That’s better’; so is the Sergeant- 
Major twisting his upturned waxed moustache. It is the old circular action 
from the autonomic, the eye stimulates the ovary et al., and they in their 
turn stimulate the running fantasy in the stream of consciousness. The fixed 
bird song has the same function as the rather standardized—for each person 

sexual fantasy. 

I suspect, but cannot positively assert, that even your pure idea and con- 
cept thinker, who can review the course of empires and the works of genera- 
tions while he sniffs and has cognizance of all the major trends of activity in 
the whole world, but who I have noticed regresses a little towards the multi- 
sensorial thinking of childhood under alcohol and ether, I suspect that in 
this primordial sexual sphere even this highly specialized creature’s stream 
of consciousness comes back to that type from which it started. 


WORDS AND WORDS 
In a review in the Times Literary Supplement on some collected essays on 
the psychology of the war, the reviewer wrote that either the authors had 
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nothing new to say or didn’t know how to say it. I am sure that it was no 
taint of kindness that prevented him from putting a third possibility, that 
the words and phrases were unanalysable, were like counterfeit coins pretend- 
ing to have gold behind them. Recently I was sent a paper on Delinquency 
by a psychiatrist: it abounded in phrases like ‘psi level’ ‘super-ego’, and 
the like, shadowy concepts used as though they were hard currency—surely 
the strutting harlotry of words. In one of Aldous Huxley's novels there is a 
scene where two donnish old gentlemen pace a lawn having a cosy chat 
about the Absolute. It is all in good faith, this game of words, but it is a 
danger of science; in my youth the official explanation of the Wassermann 
reaction had a vile non sequitur, hiding an ignorance, so that the damned 
lines had to be learnt by heart. It is important to recognize that the streams 
of consciousness of certain people, the clerical, bureaucratic, the official and 
elder statesman types, may be mainly in terms of read-words, divorced from 
reality. 

The brain has such large areas that can be used for word hearing and 
word seeing and so on, like the lavatory-brush antennz of some moths that 
specialize in sexual communication, that it is not surprising that dictionary 
meaning is by no means the only function of words. 

Recently I went to a funeral. I listened attentively to the lesson, 
but couldn’t make head or tail of it. I doubt whether any non-professional in 
that large congregation could have written a précis of it. But the general 
sound effect was very authoritarian and comforting—the priests have the 
matter well in hand, my child, do as they tell you. Even the word ‘God’ 
seemed a subjective onomatopeic like ‘clout’ and ‘bang’. Almost every 


sentence of colloquial speech uses the stressing, positioning and tone of 


words to convey meaning, and any writer or speaker who does not employ 
these and rhythm, and all the thousand artistries of words to convey mean- 
ing, will fail as a communicator, in his only function. That is why the 
writer whose stream of consciousness is mainly in heard words is so under- 
standable and readable, and, as I pointed out in another essay (1947), can 
be so easily spotted from his style, e.g. Mr. Churchill who after fifty years 
of debate is naturally in the main a heard-word thinker and whose style 
glows with colloquiality. 

For countless centuries words existed only as sounds and the quaint idea 
of making groups of marks on paper convey meaning, never quite the same 
meaning to any two people, is comparatively modern and less impressive. 
In this spirit of humility I have offered the reader four thousand of them. 
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THE DOCTOR AND HIS CAR 


rAX ALLOWANCES 


By T. J. SOPHIAN 
Barrister-at-Law. 


A MOTOR car is an absolute essential for the medical practitioner, whether 
he be in general practice, or a consultant; and one of the questions in which 
he will be particularly interested is the tax allowances to which he may 


be entitled. 


WEAR AND TEAR 

Whether the car wac bought before or after April 6, 1952, an annual wear 
and tear allowance equivalent to 25 per cent. of what may be described 
conveniently as the unexhausted value of the car, may be claimed. But if 
the car was bought before April 6, 1952, an initial allowance equivalent to 
40 per cent. of the cost of the car could also be claimed. This allowance, 
however, has now been withdrawn in respect of purchases effected after 
April 5, 1952. This initial allowance was calculated on the price paid for 
the car, whether it was new or second hand. When accordingly the car was 
purchased before April 6, 1952, 65 per cent. of the purchase price would 
immediately rank for tax relief, that is, of course, if the car was used wholly 
for professional purposes. Thus if the car was bought before April 6, 1952, 
for £1,500, a saving of tax on a sum equal to 65 per cent. of {£1,500 = £975, 
would be effected. ‘The 65 per cent. would, of course, be made up of the 40 
per cent. initial allowance and 25 per cent. wear and tear allowance. If the 
car is purchased after April 6, 1952, then only the 25 per cent. wear and tear 
allowance could be claimed, so that if £1,500 was paid, 25 per cent., i.e. 
£375 only would be allowed. 

The wear and tear allowance is, however, an annual allowance and it will 
be an ever diminishing one, since it will be based each year on the un- 
exhausted value, i.e., the balance of the purchase price in respect of which 
relief has not been granted. Thus in the case of a car bought after April 5, 
1952, for say £600, the wear and tear allowance for the first year will be 
£150, leaving £450 on which the 25 per cent. would be calculated for the 
second year. You would therefore receive in the second year {112 10s. 
allowance, and in the third year the allowance of 25 per cent. would be 
calculated on the difference between {450 and the {112 10s., namely, on 
‘337 10s. You would get a quarter of that in the third year and so on 
until the car was resold or scrapped. 


RESALE 
But now suppose that the car is resold. If the price obtained on the resale 
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of the vehicle exceeds the balance which is still the subject of the wear and 
tear allowances, the excess of the price obtained over such balance would 
be taxable. Thus supposing that allowances had been received for a vehicle 
of £975, leaving a balance of £525 in respect of which allowances could 
still be claimed, and that the vehicle was resold for {goo, the excess received 
over such balance would be liable to tax, i.e. £375. 

If, on the other hand, it was resold for £400, a further tax allowance in 
respect of the deficiency {£525 less {400=— {125 could be claimed. But it 
may be that on resale a larger sum is received than was originally paid. 
Thus, take the example of a car bought before April 6, 1952, for £1,500, 
and suppose in the second year, after the two allowances amounting to 
£975 had been received, the vehicle was resold for £2000. In such a case 
you would have to bring into your accounts the whole amount of the 
allowances, namely £975, since there would be no loss to you in respect of 
the vehicle. Would you then also be liable to tax in respect of the {500 
profit that you had made? ‘The answer is no, the reason being that the {500 
represents a capital profit, and as income tax is chargeable only in respect 
of income and not capital, the £500 would be tax free. 


PROFESSIONAL AND PRIVATE USE OF CAR 
If a vehicle, although used primarily for professional purposes is also used 
for private purposes the relief would be limited, and the extent to which 
you used the vehicle for professional and non-professional purposes respec- 
tively, will determine the measure of the allowances. 

If, for example, you used the car three times as much for professional 
purposes, then you would be entitled to three-fourths of the allowances you 
would have received had the vehicle been used exclusively for the purposes 
of your practice. In such cases moreover only a similar proportion of the 
expenses for running the car could be claimed. 








CURRENT THERAPEUTICS 
LIX.—PRESSOR SUBSTANCES AND THEIR USES 
By R. B. HUNTER, M.B.E., M.B., F.R.C.P.Ep. 


Professor of Materia Medica and Lecturer in Clinical Medicine, 
University of St. Andrews, Dundee. 


Berore considering the use in therapeutics of substances capable of raising 
the blood pressure, it is important to réview briefly our knowledge of 
pressor substances found within the body and consider their relative 
importance in the maintenance of normal blood pressure and vasomotor 


tone. 


ADRENALINE AND NORADRENALINE 
The starting point in this study was the discovery of adrenaline and its 
marked vasopressor effects by Oliver and Schafer in 1805. In the subsequent 
fifteen years adrenaline was synthesized (Stolz, 1904) and studied, and its 
pharmacological properties noted. Numerous synthetic derivatives were 
made and examined in detail (Barger and Dale, 1910). The subject was 
reviewed by Gunn in 1939. 

Clinically, adrenaline found a place in local anzsthesia because of its 
vasoconstrictor effect. Because of its bronchodilator action it proved valuable 
in the treatment of asthma, and because of its blood-pressure-raising effect 
it was occasionally administered to patients in a shocked condition in an 
endeavour to raise the blood pressure. 

Although there were many points of similarity in the effect of adrenaline 
injection and the results of sympathetic nerve stimulation, there were 
certain differences in action which led pharmacologists to the view that 
adrenaline was not identical with the pressor substance released on stimula- 
tion of sympathetic nerve endings. This led Cannon and Rosenblueth 
(1933) to postulate two ‘sympathins’, ‘I’ and ‘E’, with inhibitor and excitor 
actions which were released by the sympathetic nerve endings. ‘There was 
little advance in knowledge of endogenous pressor substances until 1934, 
when Bacq suggested that noradrenaline and not adrenaline might be the 
substance released at sympathetic nerve endings. Important new pharma- 
cological methods and the new technique of chromatography have opened 
the way to further advances in knowledge of adrenaline and noradrenaline 
in recent years. In 1946, von Euler demonstrated that extracts of organs 
contained a substance indistinguishable from noradrenaline. Gaddum and 
Goodwin (1947), Mann and West (1950), and others have amply con- 
firmed this. It is now clear that the important pressor substance released at 
sympathetic nerve endings is noradrenaline, although small quantities of 
adrenaline may be found in some tissues. It is probable that an important 
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part is played by noradrenaline in the maintenance of normal resting blood 
pressure. 

The improved methods have also been used to study the adrenal medulla 
of adult man, and it has been found to contain a mixture of adrenaline and 
noradrenaline, over 80 per cent. of this being adrenaline (Shepherd 
and West, 1951). It is important to note that though there may be a 
continuous secretion by the adrenal medulla, it has the capacity for greatly 
increased intermittent secretion of this mixture. 


OH OH 
’ 
HO HO 
; | 
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} | | 
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; | | | 
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: Noradrenaline Adrenaline 
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CH—CH, CH—CH 
i NH—CH, NH CH 
Desoxyephedrine Ephedrine 


Fic. 1.—Chemical formule of noradrenaline, adrenaline, desoxyephedrine and ephedrine 


Noradrenaline appears to be of even greater importance in the newborn 
infant. he adrenal medulla of the newborn child is very poorly developed 
and contains only small quantities of noradrenaline and practically no 
adrenaline. High concentrations of the amine are contained in two small 
para-aortic bodies composed of chromaffin tissue—the organs of Zucker- 
kandl. Noradrenaline secreted by the organs of Zuckerkandl appears to be 
the important source of pressor amines in the body, and it appears likely 
that addition of the pressor amine to the circulation from this source goes 
on all the time. As the child grows older the suprarenal medulla develops 
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and functions while the organs of Zuckerkandl fibrose and lose their capacity 
to take up the chromaffin stain, and their content of amine falls (Hunter 
et al., 1952). 

It will be evident therefore that as a result of these advances in knowledge 
we have to change our thinking about adrenaline and noradrenaline. 
Noradrenaline released at sympathetic nerve endings is mainly responsible 
for the maintenance of vasomotor tone, whilst adrenaline, or an adrenaline- 
noradrenaline mixture, is secreted specifically in emergency states by the 
suprarenal medulla. 

Clinical effects. Betore considering their therapeutic uses it is pertinent 
to consider the effects of the administration of noradrenaline, adrenaline, 
and a mixture of the two to normal man. 

The first important point regarding adrenaline is that in normal man it 
is not a simple vasoconstrictor agent. Following intravenous administration 
there is a rise in systolic blood pressure, which is in large measure due to 
the cardiac effects of the drug. There is constriction of the skin and splanch- 
nic vessels, but because of the great increase in muscle blood flow the total 
peripheral resistance falls, and as a result the diastolic blood pressure is 
little altered or tends to fall also. When adrenaline is injected subcutaneously 
in man there is a considerable rise in systolic blood pressure and a fall in 
the diastolic pressure. Large doses of adrenaline will therefore produce 
a temporary rise of systolic blood pressure, but its administration is followed 
by vasomotor collapse (Swan, 1952). This is due to an inhibition of sym- 


pathetic vasoconstrictor tone, and is associated with the decrease in total 


peripheral resistance. The cardiac output is increased with adrenaline. 
Goldenberg eft a/ (1948), using continuous intravenous dosage of 0.15 to 
0.30 “g. per kg. minute, found that it was doubled. This change in cardiac 
output is the result of cardiac stimulation, and is partly due to increased 
rate and partly to increased stroke volume. 

The intense cardiac stimulating action of adrenaline may be very dan- 
gerous, both during anesthesia and following the administration of gang- 
lionic-blocking agents. During cyclopropane anesthesia, for example, the 
administration of adrenaline may lead to the onset of ventricular arrhythmias 
which may cause sudden death. Stutzman ef a/. (1948) also found that 
following the administration of tetraethylammonium chloride to animals the 
injection of adrenaline led in a considerable proportion of these animals to 
ventricular fibrillation and death. 

Voradrenaline is weight for weight a much more potent pressor agent 
than adrenaline. ‘he vasodilator component is slight or absent and there 
is a rise in the total peripheral resistance following its intravenous adminis- 
tration. In contrast to the tachycardia which results from adrenaline in- 
fusion, with noradrenaline a bradycardia results. A comparison of these 
effects with the results of administration of noradrenaline illustrates the 
fact that noradrenaline is a much more suitable substance for the main- 
tenance of normal blood pressure and also as a corrective for the hypotensive 
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state. Noradrenaline is of no value in the treatment of asthma because of 
the absence of a significant vasodilator and bronchodilator component. 
Also, in contrast to adrenaline administration, which produces anxiety and 
distress as a central nervous system effect, the administration of doses of 
noradrenaline which will considerably raise the blood pressure are without 
significent central action. 


ADMINISTRATION OF NORADRENALINE 
The effect of noradrenaline on arterial pressures appears within a few 
seconds of the start of an infusion, and usually subsides within three 
minutes of the infusion being stopped. For this reason a constant intra- 
venous infusion technique is required, and intermittent injections or a single 
injection are not satisfactory. 

By addition of 4 ml. of a 1:1000 I-noradrenaline hydrochloride solution 
to a litre of a 0.48 per cent. sodium chloride and 1.8 per cent. glucose 
mixture, each ml. of the solution will contain 4 microgrammes of I-nor- 
adrenaline. This isotonic mixture of salt and glucose or a 5 per cent. solution 
of glucose is preferable, because noradrenaline tends to deteriorate more 
rapidly in a normal saline solution. The initial dosage should be in the 
region of 0.1 microgramme per kg./minute = 7 microgrammes/7o kg. 

= 1.75 ml. Thereafter the rate of flow is adjusted to produce, and maintain, 
the desired level of blood pressure. Noradrenaline is now often adminis- 
tered by intravenous infusion at a rate of 5 to 30 ug. per minute in the 
treatment of peripheral vasomotor collapse occurring either in surgical 
shock or after administration of the potent ganglionic-blocking agents, such 
as hexamethonium bromide. In animal experiments, noradrenaline pro- 
duces a consistent increase in coronary blood flow (Wegria et al., 1949), 
and it is likely that an increase in coronary flow occurs in man. Particularly 
in the postoperative period it may be necessary to continue the infusion 
for periods up to seventy-two hours at a decreasing rate (Goldenberg et al., 
1949). As has been noted, noradrenaline possesses advantages over the 
time-honoured drug, adrenaline, but it is a matter of some doubt whether 
it has any clear advantages over desoxyephedrine. This matter should be 
cleared up when further experience has been accumulated regarding its use. 


COINCIDENT ADMINISTRATION OF ADRENALINE AND 
NORADRENALINE 

As the suprarenal medulla of man secretes a mixture of adrenaline and 
noradrenaline, it is important to know the physiological effects produced 
by the administration of both drugs together, and whether the use of the 
mixture possesses any advantage in treatment of the hypotensive state. 
When the two drugs are given together the effects of adrenaline overshadow 
those of noradrenaline. This is well seen during a noradrenaline infusion 
when adrenaline is added. There is immediately a rise in cardiac output 
due to the cardiac effects of the adrenaline, and a fall in total peripheral 
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resistance due to the vasodilator action of the amine. Central symptoms of 
distress and anxiety may also be produced. There is therefore an antagonism 
between the actions of adrenaline and those of noradrenaline, and when 
the two are given together the actions of adrenaline predominate. This is 
presumably what takes place when the normal suprarenal medulla is 


stimulated. 


NORADRENALINE AND HYPERTENSION 
In several respects there is a similarity between the effects of noradrenaline 
infusion in normal man and the state of affairs found in essential hyper- 
tension. Several workers have considered the question whether abnormal 
noradrenaline secretion might not be responsible for the development of 
essential hypertension. Two significant points against this theory might be 
mentioned. In uncomplicated essential hypertension the pulmonary arterial 
pressure is normal. Both noradrenaline and adrenaline infusions produce an 
increase in the pulmonary artery pressure. It therefore seems unlikely that 
considerable quantities of noradrenaline are circulating in the blood of 
hypertensive patients. Another significant finding is that the suprarenal 
medullary secretions of hypertensive patients are normal, so far as can be 
determined by present methods (Shepherd and West, 1951). There is, 
however, evidence that hypertensive patients are more sensitive to the 
pressor eftects of noradrenaline and produce a greater response to the 
vasodilator effects of adrenaline than normal persons (Goldenberg et ai., 


1948). 


SYNTHETIC PRESSOR SUBSTANCES 

Prescott (1944) compared the pressor activity of desoxyephedrine (‘methe- 
drine’), ‘paredrine’, and ‘neosynephrine’ in surgical patients with systolic 
blood pressures of 80 mm. Hg or less. In assessing the merits of the drugs, 
rise of systolic and pulse pressures, speed and duration of action and freedom 
from side-effects were considered. Neosynephrine has been used extensively 
in the United States of America during the past ten years as a vasopressor 
agent. It does not affect the central nervous system and does not lose its 
efficacy upon repeated administration. The intravenous dose is 0.5 mg., 
and the intramuscular dose 5 mg. After intravenous administration the 
blood pressure remains elevated for about fifteen minutes, and after intra- 
muscular injection for about two hours. Desoxyephedrine was in Prescott’s 
opinion the most effective and satisfactory drug. The onset of action of 
the drug when given intramuscularly is within three to four minutes; the 
maximum effect is usually achieved in ten to twenty minutes, and the dura- 
tion of action is in the region of two hours. The rise of blood pressure result- 
ing from intramuscular administration is rarely more than 30 mm. Hg 
systolic. 

Dripps and Deming (1946) compared the merits of ephedrine, paredrine, 
pitressin-ephedrine, and desoxyephedrine in maintaining blood pressure 
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during anzsthesia in 2,500 cases, and concluded that desoxyephedrine and 
pitressin-ephedrine were most effective. Desoxyephedrine is preferred to 
pitressin-ephedrine for a number of reasons. Pitressin stimulates smooth 
muscle and not infrequently produces intestinal colic. It occasionally pro- 
duces nausea and vomiting, and sometimes an excessive rise of blood 
pressure. It produces contraction of the coronary vessels, whereas desoxy- 
ephedrine produces dilatation. 

It is therefore fair to say that desoxyephedrine is the most effective and 
satisfactory pressor agent in this group, and since 1944, desoxyephedrine 
(‘methedrine’) has been increasingly used to raise the blood pressure, 
particularly during spinal analgesia. ‘The one unpleasant side-reaction 
which may result from its use is prolonged stimulation of the central nervous 


system. 


rHE PHARMACOLOGY OF DESOXYEPHEDRINI 
‘The acute toxicity of desoxyephedrine is one-eighth to one-tenth that of 
ephedrine (Dodd and Prescott, 1943). In a normal person parenteral 
injection of 60 mg. will produce a rise of systolic blood pressure, palpita- 
tions, restlessness, tachycardia and tremor. Patients with a low blood 
pressure (below 80 mm. Hg systolic) will, however, tolerate these doses 
well. Moderate doses produce vasoconstriction of peripheral vessels. 
Doses greater than 15 mg. will cause an increase in rate and depth of 
respiration due to central stimulation. Dodd and Prescott considered 
desoxyephedrine superior to adrenaline, ephedrine or pholedrine. 


ADMINISTRATION OF DESOXYEPHEDRINI 
\ single dose of 15 to 30 mg. intramuscularly is often sufficient. In 80 per 
cent. of Dodd and Prescott’s cases this single injection was adequate to 
raise and maintain the blood pressure. In the remaining cases a second 
injection or an intravenous injection of 20 mg. may be necessary. Following 
intravenous injection the blood pressure will begin to rise in one minute, 
and the full response is usually produced in twenty to fifteen minutes. 

In none of the 500 cases given desoxyephedrine by Dripps et al. did 
any serious complication arise. ‘Their experience was similar to that of 
Dodd and Prescott (1943). Learmonth (1952) has, however, more than 
once experienced a serious complication with noradrenaline. ‘The adminis- 
tration on one occasion resulted in a hemoptysis, and on another in profuse 
intra-abdominal bleeding from granulation tissue. 

It has been pointed out by Davidson et al. (1951) that in the treatment 
of hypotension by pressor drugs two assumptions are often made. First, 
that the reduced blood pressure is necessary, associated with a reduced 
blood flow to vital organs, and secondly, that raising the blood pressure by 
pressor agents will automatically restore the flow towards normal. Neither 
of these assumptions is true. Raising of the blood pressure, for example, 
by the intravenous administration of adrenaline and noradrenaline, will 
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reduce the renal blood flow in normal man (Smith, 1943; Barnett et al., 
1950). Raising the blood pressure by the use of the same agents in patients 
made hypotensive by C6 will also reduce the renal blood flow (Davidson 
et al., 1951). Dexosyephedrine administration, on the other hand, led to 
an increase in renal blood flow in five out of six cases. 


SUMMARY 

Noradrenaline is undoubtedly a more satisfactory agent than adrenaline in 
raising the blood pressure. Desoxyephedrine appears to be the most satis- 
factory of the synthetic drugs. It has the advantage that it can be given 
intramuscularly and its effect lasts for two hours or more. In an emergency 
it can be administered intravenously. Noradrenaline is a more potent 
pressor agent than desoxyephedrine. It is usually given by continuous 
intravenous infusion, which makes its administration complicated. ‘The 
effect of its administration may disappear completely within several minutes 
of the infusion being stopped. Therefore in difficult cases intravenous 
administration may have to be continued in decreasing amounts for several 
days. This is obviously a disadvantage, except where the most up-to-date 
facilities are available. 

In the present state of knowledge regarding these drugs it is perhaps 
best to reserve the use of noradrenaline infusions for those cases which 
fail to get an adequate response to desoxyephedrine. 

Brief reference has also been made to the fact that raising the blood 


pressure with noradrenaline may further diminish renal blood flow. 
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REVISION CORNER 
THE CLINICAL SIGNIFICANCE OF VERTIGO 


VERTIGO is the term used to describe the sensation of disequilibrium experienced 
by the subject as a result of a disturbance of the vestibular apparatus or its central 
connexions. The description of this sensation by a patient is therefore of localizing 
value. It consists essentially in a sensation of movement, either of the individual 
himself or of the objects surrounding him. As a rule this movement is one of 
rotation or spinning, but at times objects may appear to be moving vertically or 
horizontally ; at others, the floor or ceiling may be felt to be rising or falling. 

It is necessary to distinguish vertigo, as described above, from ‘dizziness’ or 
‘swaying’. Here the patient describes a feeling of unsteadiness or muzziness in 
the head; there is no feeling of movement of external objects or of the individual. 
The cause in this case is cardiovascular, cerebral or psychoneurotic. 


THE ACUTE ATTACK 

Symptoms.—The patient, when seen in his first attack, will describe the sudden 
onset of vertigo. This varies in degree, but when severe may produce a sensation 
of movement intense enough to throw him to the ground. Such severe stimulation 
of the vestibular pathways provokes a spread of impulses to the brain-stem centres, 
from which arise the accompanying symptoms of nausea, vomiting, pallor and 
sweating. The patient is forced to lie motionless for fear of provoking an increase 
in the vertigo; he experiences feelings of heat and cold, palpitations and blurring 
of vision. Consciousness is usually, but not always, retained. 

Signs to be found during the paroxysm are nystagmus, with the rapid com- 
ponent away from the side of the lesion, ocular deviation in the same direction, 
past pointing and gross disturbance of balance. Depending upon the precise 
location of the lesion—end-organ or central connexions—additional signs may be 
present. If the vestibular apparatus itself is involved, deafness, tinnitus and a 
depression of labyrinthine sensitivity will be found. Involvement of the central 
connexions will give rise to brain-stem signs—in particular impairment of sensa- 
tion of the sth and 7th nerves on the same side. Testing of the corneal reflex, 
sensation and motor power of the face, are thus of importance in the anatomical 
diagnosis. In addition, acute lesions of the cerebellum will show incoordination of 
voluntary movement of the limbs on the same side. Often, however, the patient 
presents with a history of one attack of vertigo or recurrent paroxysms, and his 
examination is conducted during a quiescent phase. In this setting a careful history 
is all-important, and it is convenient to group cases according to the anatomical 
site of the lesion. 


VERTIGO ARISING FROM DISORDERS OF THE LABYRINTH 
Meéntére’s syndrome.—The classical triad of this syndrome is paroxysmal vertigo, 
deafness and tinnitus. In the acute attack the signs and symptoms are those 
already described. They are provoked by an acute hydrops of the endolymphatic 
channels within the labyrinth. In the quiescent phase there is no nystagmus, 
but deafness with hearing loss for high tones and a troublesome tinnitus are present. 
Caloric responses of the labyrinth are normal in the early stages, but impaired 
when the malady is advanced. Patients often complain of a sensation of uncertainty 
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or imbalance aggravated by sudden movement of the head or by the performance 
of certain movements. They are prone also to slight mental confusion and a 
difficulty in concentration, sometimes immediately preceding an acute attack. 
Headache, either occipital or described as a band-like pressure, may be found in 
Meniére’s syndrome. 

Labyrinthitis.— Vertigo is a typical feature of labyrinthitis, which occurs usually 
as an extension from an otitis media or occasionally as a spread from meningitis 
within. If there is no clear indication of middle-ear suppuration, the presence of a 
positive fistula sign—vertigo and nystagmus provoked or increased by increased 
tension in the external meatus—may be diagnostic. If a Politzer bag is not avail- 
able, a positive sign can be obtained by intermittent pressure of the finger tip at 
the external auditory canal. 

Local fracture of temporal bone.—Vertigo may be caused by a fracture of the 
temporal bone, with destruction of the labyrinth or hemorrhage into it. 


VERTIGO ARISING FROM DISORDER OF VESTIBULAR NEURONS 

Vestibular neuronitis (a lesion of central connexions).—This group is characterized 
by an episode of acute vertigo, sometimes repeated, which may be a gross sensation 
of spinning or whirling, or merely a sensation of disequilibrium aggravated by 
sudden movements of the head. There is marked and definite depression of 
vestibular sensitivity, but cochlear function is normal, i.e., there is no deafness or 
tinnitus. The condition is essentially benign and tends to recover with time. 
There is some evidence that focal infection, particularly of the paranasal sinuses, 
may have a bearing on the etiology. 

Toxic neuronitis—A number of toxic agents may produce vertigo without 
auditory disturbance. The common offenders are streptomycin, which attacks 
the vestibular nuclei, alcohol, barbiturates and para-aminobenzoic acid. 


VERTIGO ASSOCIATED WITH LESIONS AT THE CEREBELLO-PONTINE ANGLE 
8th nerve tumours.—Tumours of the 8th nerve are commonly associated with 
vertigo of the type seen in labyrinthine disorders, but with involvement of the 


adjacent 5th and 7th nerves, together with signs of increasing subtentorial pressure. 
These additional signs distinguish the lesion from Méniére’s syndrome. Thus 
headache and papilla-dema may be found, and enlargement of the internal auditory 
foramen be seen on the x-ray. Progressive loss of vestibular sensitivity with 


advancing deafness indicates the possibility of an expanding tumour. Syphilitic 
meningitis and other tumours of the brain stem and 4th ventricle can likewise 
irritate or destroy the vestibular neuron. 

Thrombosis of the posterior cerebellar artery.—‘The more acute the lesion the 
more severe the vertigo’. ‘Thrombosis of this artery occurs suddenly, and produces 
intense vertigo, with its accompanying signs and symptoms. The diagnosis is easy 
if it is remembered that, in addition, bulbar symptoms are found, so that the 
patient complains of difficulty in swallowing, hoarseness, pain in the face, and 
unsteadiness on the same side of the body as the lesion. The corneal reflex will 
be lost on the same side, Horner’s syndrome will be found, together with dis- 
turbance of sensation of the face to pain and temperature. There is paralysis of 
half the palate and one vocal cord, and loss to pain and temperature on the opposite 
side of the body. Cerebellar ataxia is present on the side of the affected artery. 
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Disseminated sclerosis may cause vertigo—usually acute and severe—if a plaque 
of demyelination occurs in the region of the vestibular nuclei. Other nearby 
cranial nerves may be involved if the lesion is extensive. 

In the two lesions just described, the severe vertigo tends to last longer than that 
seen in Meni¢re’s syndrome or 8th nerve tumours, i.e. days rather than hours; 
recovery is slow and often incomplete, leaving behind a tendency to disequilibrium 
which may last for some months. Nystagmus tends to persist, whereas in labyrin- 
thine disturbances it passes off when the acute attack has subsided. 

Cerebellar disease produces vertigo and persistent nystagmus, with the typical 
weakness, hypotonus and ataxia of the limb on voluntary movement. The ataxia 
is not aggravated by closure of the eyes, and Romberg’s sign is negative. When 
testing for this sign the important feature to note is the increase of unsteadiness 
which takes place when the eyes are closed. Thus a patient with cerebellar disease 

may find it difficult to stand steadily with his feet together, even when the eyes are 
open. This is not a positive Romberg’s phenomenon—it is the production or 
increase of unsteadiness when the eves are closed that constitute the sign—an 


indication of spinal ataxia. 


EPILEPSY 
It has been noted that the occasional case of Méni¢re’s syndrome may give a history 


a 


of loss of consciousness in the severe attack. If vertigo is represented as the aura 


of an epileptic attack, its duration is short, seconds only; on recovery of con- 
sciousness no vertigo is noted, although a sleepy state and dull headache are the 


Done, ae ll 


rule. An electroencephalogram may elucidate the correct pathology. 


CONCLUSION 
In studying a case of vertigo the following principles should be considered: 
(1) Lesions which destroy the labyrinth involve also the cochlear apparatus. 
: Thus vertigo from lesions of the end-organs, shows evidence of deafness and of 


see as 


labyrinthine deficit. 
(2) Lesions of the vestibular neuron produce diminution of labyrinthine 
sensitivity without deafness. 
(3) Lesions of the cerebello-pontine angle and brain stem involve other cranial 
nerves in addition to the 8th. 
i (4) Cerebellar lesions show weakness, hypotonus and ataxia of the limbs without 
involvement of the 8th nerve. 
K. A. LATTER, M.D., F.R.C.P. 
Physician, Norfolk and Norwich Hospital, 
United Norwich Hospital Group, and Lowestoft Hospital. 


THE CLASSIFICATION OF EPILEPSY 


HUGHLINGs JACKSON defined epilepsy as the result of ‘occasional, sudden excessive 
and local discharges of grey matter’. In recent years knowledge of this process 
has been furthered by studies of the electrical activity of the brain by means 
of the electroencephalograph. Nevertheless, little is yet known of the underlying 
mechanism of the epileptic state. Ignorance of the more familiar type of epilepsy 
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is still cloaked by the term ‘idiopathic’, and the name ‘essential epilepsy’ is less 
misleading and more honest. 

In general, epilepsy may be divided into two main types: essential epilepsy 
and symptomatic epilepsy. In the former there exists an epileptic predisposition 
the gross pathological nature of which remains unknown; in the latter the appear- 
ance of fits is determined by the presence of structural change in the substance 
of the brain: their occurrence may be incidental, or may herald the onset of a 
serious intracranial disaster. Electroencephalography has materially assisted in the 
classification of the essential epilepsies and has resulted in their division into three 
main groups: the major fit or grand mal, the minor fit or petit mal, and the 


psychomotor fit 


MAJOR EPILEPSY 
Grand mal in its most familiar form occurs as the generalized convulsion, often 
preceded by a warning aura and passing through tonic, clonic and flaccid stages. 
Great individual variation is encountered, both in the form of the aura and in 
the course of the seizure itself. 

The most common aura is probably a ‘visceral’ one, in which the sufferer 
experiences a momentary sensation of fullness of the epigastrium rising into the 
chest just before consciousness is lost. Other premonitory symptoms may be 
motor, sensory or psychical. A sudden myoclonic twitch in a limb may herald 
a major fit, there may be random or organized disturbances of sensation, com- 
pulsive thoughts may occur and may be associated with an aura affecting the 
special senses, particularly smell and taste. 

It is important to note that an aura when it occurs is not always followed on 
every occasion by a fit, but when it is so followed there is no interval, and the 
aura usually lasts for no more than one or two seconds. Further, an orderly 
and constant asymmetrical sensory or motor aura may precede the fit, and the 
manifestations of the fit itself may consist of such a characteristic march of 
events as to lead to a diagnosis of Jacksonian epilepsy. It must be emphasized 
that fits of a focal nature are not uncommon as manifestations of essential epilepsy 
and do not of nec essity indicate the presence of a localized pathological process 


in the brain. The occurrence of focal attacks must be considered with the clinical 


picture as a whole, with particular reference to the age at onset. In the absence 


of persistent neurological abnormality their appearance in a child is not usually 
of sinister significance. 

The pattern of the grand mal attack is usually fairly constant in any individual 
patient ; individual variations in the intensity of the attack are, however, common. 
Fragmentary major seizures may closely resemble petit mal; the aura may occur 
alone, there may be a transient lapse of consciousness without convulsion, and 
the duration may be so short that the sufferer appears only momentarily dazed. 
The differentiation of such episodes from petit mal may be impossible without 
electroencephalography, and such differentiation is important from the thera- 


peutic aspect. 


MINOR EPILEPSY 
etit mal is characterized by its brevity, by its frequency of appearance, and by 
its clinical manifestations. Occurring most commonly in children and young 
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adults, the attacks are of very short duration. There is no aura, and in their 
mildest form the sufferer is unaware of the attack. To the observer there is a 
sudden interruption of awareness; a volitional act may be arrested; an object 
held may be dropped. The eyes are often staring and are subject to slow oscillatory 
movement. Rhythmic blinking may occur and, less commonly, myoclonic jerks 
may be seen in the limbs. Sphincter control is occasionally lost and this may be 
of diagnostic significance. The attacks may be repeated at very brief intervals 
and may occur more than a hundred times a day. The name pyknolepsy has been 
applied to attacks of such frequency, but there would seem little need for this 
separate term on clinical grounds. 


THE PSYCHOMOTOR ATTACK 
Psychomotor seizure is the term applied to attacks which are electrically distinct 
from both major and minor epilepsy and in which either sensory or motor 
symptoms appear to have a more highly organized and purposive background. 
Sensory symptoms usually predominate and appear as emotional disturbances in 
the form of disordered behaviour of compulsive type, a sudden sense of fear or 
of pleasure or a disturbance of the special senses; macropsia or micropsia, in 
which the size of objects appears altered; auditory hallucinations may occur. 
Motor phenomena are less common and take the form of compulsive and 
apparently purposive organized movement affecting a limb or the body as a whole. 


SYMPTOMATIC EPILEPSY 
Space does not permit a detailed description of the diagnostic import and clinical 
significance of symptomatic epilepsy. 

The onset of convulsions, either generalized or localized, in an individual 
past the early twenties in whose family there is no known epileptic predisposition, 
should in general be regarded as an indication of organic change in the brain, 
and a diagnosis of essential epilepsy made only when negative investigation and 
the passage of time indicate this to be the case. 

The sojourn in the 1939-45 war of large numbers of men in areas where 
cysticercosis is common should bring to mind the pos:ibility of cerebral infesta- 
tion with the embryos of Tenia solium, with consequent epilepsy. Confirmation 
of this diagnosis may be forthcoming from the radiological appearance of calcified 
cysticerci in the somatic musculature. 

Fits may be the first manifestation of intracranial tumour or of cerebral syphilis. 
‘They may follow trauma to the skull, and in the elderly may indicate the presence 
of a chronic subdural haematoma. So-called senile epilepsy may occur in association 
with the advance of cerebral arterial disease. 

It should be emphasized that epilepsy, whatever its manifestations, and 
irrespective of the age of the subject, is an indication for thorough neurological 
examination and inquiry, for cerebral tumour and cerebral syphilis are no 
respectors of age. 

Davip KENDALL, D.M., M.R.C.P. 
Neurologist, St. Helier Hospital, Carshalton, and 
the Royal Surrey Hospital, Guildford. 
(The treatment of epilepsy will be discussed by 
Dr. Kendall in a subsequent article.) 
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NOTES AND QUERIES 


Ergot and its Administration 

Query.—lIn the September issue of The Prac- 
titioner, the authors of the article on ‘Ergot and 
its Derivatives’ state that for action on the uterus 
either liquid extract of ergot B.P. or ergometrine 
tablets may be used. No mention has been 
made of the tablets of prepared ergot, B.P 
Does this mean that tablets of prepared ergot, 
B.P., do not contain the important alkaloid 
ergometrine, and therefore are useless? 


Repty.—Liquid extract of (B.P.) 
tablets of prepared ergot (B.P.) contain the 
three alkaloids, ergotoxin 
and ergotamine. Only 
preparations rapidly 

the uterus. Both liquid extract of ergot (B.P.) 
and tablets of prepared ergot (B.P.) produce 
a rapid effect on the uterus by virtue of their 
ergometrine content. The dose of liquid extract 


ergot and 


active ergometrine, 
ergometrine-containing 
produce contractions of 


of ergot advised (2.5 ml.) contains 0.2 mg. of 
ergometrine. The usual dose of tablets of pre- 
pared ergot is 2} grains (0.16 g.) and contains 
0.05 mg. of ergometrine. Both preparations fall 
short in ergometrine content for a fully effective 
dose of the active drug, which is 0.5 mg. For 
use after labour, ergometrine maleate, 0.5 mg., 
is the drug of choice. For a rapid effect im- 
mediately after delivery of the placenta, 0.5 
mg. of the drug is best given by intramuscular 
injection. Later, to aid involution and prevent 
blood loss, the drug is given by mouth, 0.5 mg. 
thrice daily for three days. 

Proressor J. M. Rosson, M.D., F.R.S.E. 

T. L. T. Lewis, M.B., F.R.C.S., M.R.C.0.G 


Irreversible Hypoglycemia 
Query.—A 
was admitted to hospital at 6.30 p.m 
been in a coma for at least twelve hours following 
an overdose of zinc protamine insulin given the 
day before. She was deeply comatose on admis- 
sion and clinically was a case of hypoglycemia; 


sixty-four, 
She had 


woman diabetic, aged 


the urine contained no sugar or ketones. The 
blood sugar could not be estimated. She was 
given 50 ml. glucose (50 per cent.) intravenously 
at once but there After half 
an hour a further 50 ml. was given with no 
effect, but the urine now showed sugar 4. At 
11 p.m. she was given a further 50 ml. and later 
about 2 ounces (57 ml.) of glucose via stomach 
tube. Her condition remained unchanged during 
the night—absolute coma, with blood pressure 
of 140 80 mm. Hg. At 7 a.m. the blood sugar 
was 280 per cent., the tongue was dry and, as 
it was thought she might have passed into 
hyperglycemic coma, she was given 100 units 
of soluble insulin subcutaneously, and an in- 


was no resp mse 


travenous drip of Hartman's solution was set 
up. The blood sugar at 12 noon was 80 per 
cent., and by then she had had 2$ pints (1,420 
ml.) of Hartman’s solution. She did not rally, 
and died at 2 p.m. The urine before death 
showed sugar + 1; no ketones. I would be glad 
to have an answer to the following questions 

(1) Can a hypoglycemic coma be converted 
into hyperglycemic coma by over-energetic 
treatment? 

2) Is a diagnosis of diabetic coma feasible in 
the absence of ketones in the urine (as in my 
case)? 

3) Can an explanation be given of the failure 
to respond to intravenous glucose; the blood 
sugar had obviously risen above normal? 

(4) Was it a mistake to give insulin? 


Repty.—({1) It is very unlikely that by giving 
sugar in hypoglycemic coma the condition will 
be converted into diabetic coma, which is 
always due to excess of ketone bodies and not to 
hyperglycemia. It certainly could not happen 
suddenly, and certainly did not happen in this 
case 

(2) Diabetic coma without ketone bodies in 
the urine is very rare, is due to renal failure, and 
is associated with a strong smell of acetone in 
the breath. 

(3) The failure to respond to intravenous 
glucose was due to the fact that irreversible 
damage had been done to brain cells by the 
long period of glucose deprivation 

(4) Sufficient should be given to 
prevent the ketosis, but the 
should be allowed to remain high; therefore 


insulin 
onset of sugar 
the amount of insulin given in this case was 
probably too much, but I do not think it con- 
tributed to the death of the patient, as the case 
is typical in every way of irreversible hypo- 
glycemia, which is a condition from which few 
patients recover 

WILFRID OAKLEY, M.D., F.R.C.P. 


Puerperal Retention of Urine 
Query.—Some of my women patients have de- 
veloped retention after labour, especially if it 
was a forceps delivery. In several cases the re- 
tention lasted for two to four days. One of the 
patients was given ‘carbachol’ about eighteen 
hours after delivery: she became extremely pale, 
looked very ill and vomited several times; her 
blood pressure and pulse rate remained normal. 
Is it wise to administer ‘carbachol’ to puer- 
peral women who always have a somewhat low 
blood pressure?; and is it wise to give the drug 
to a patient who has been anesthetized for over 
half an hour eighteen hours previously and 
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hence tends to be easily sick? What is the best 
way to deal with these ‘puerperal’ retentions? 
Wilfred Shaw 
dwelling catheter and potassium citrate. 


suggests in his textbook an in- 


Repty.—The treatment of puerperal urinary 
retention will depend to a great extent upon the 
cause of the condition. Some women appear to 
be unable to pass urine when lying in bed but 
are quite able to do so when allowed to use a 
commode, or to sit on a bedpan with the legs 
over the side of the bed. Other women find that 
makes micturition im- 
first few 
more screens and a little 


inadequate privacy 


during the hours of the 
puerperium. A few 
stimulus in the form of a warm sterile solution of 


weak ‘dettol’ poured over the 


possible 


saline, or very 
vulva from before backwards while the patient 
is on a bedpan (‘jugging of the vulva’) usually 
brings about the desired result. Then there ts 
the patient with the bruised or sutured perineum 
in whom the discomfort may be sufficient to 
cause reflex retention. A little stimulus is needed 
in these patients to overcome this reflex, such as 
‘jugging’, hot stupes to the lower abdomen or, if 
these measures fail, the administration of 
‘carbachol’. 

The more severe degree of urinary retention 
(which no doubt your correspondent has in 
mind) is due to 

(1) Over-distention of the bladder, which 
may occur from retention of urine during the 
latter part of the first stage, and the second stage, 
of labour. This may pass unnoticed if a watch 
is not kept on the bladder during labour. 

(2) Trauma to the base of the bladder and 
the urethra by the presenting part of the feetus 
during its descent through the pelvis. This is 
obviously more likely to occur in those patients 
for whom forceps are needed to obtain delivery. 
In either case the result is a traumatized viscus 
with impaired function, and the treatment is 
essentially rest until the muscular tone has re- 
turned. This is probably best obtained by the 
use of the indwelling catheter with continuous 
drainage, in spite of the risk of introducing in- 
into the tract. This risk is 


minimized by a large intake of water by mouth 


tection urinary 


and the administration of one of the sul- 
phonamide group of drugs. Continuous drain- 
age should be continued until the tone of the 
bladder has recovered and normal evacuation is 
possible. This may be determined by removing 
the catheter after forty-eight hours and waiting 
about six hours to see if normal micturition 
occurs. If micturition is not accomplished or 
only partially accomplished (as shown by the 
presence of a residual urine of more than 2 02z.), 
then further rest for the bladder is needed by 


replacing the indwelling catheter for a further 
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twenty-four hours, when the procedure is re- 
peated. Since the traumatized bladder needs 
rest, it is obviously unwise to give stimulants 
such as ‘carbachol’ to such patients. Such ad- 
ministration will probably fail to affect the 
toneless bladder, but instead stimulate other 
organs, such as the stomach to cause vomiting, 
the sweat glands to produce sweating, and the 
cardiovascular system to give a lowering of the 
blood pressure. 


H. H. Fouracre BARNS, F.R.C.S., M.R.C.O.G. 


Chlorophyll and Alcohol 


Query.—A number of my patients have been 
asking me whether, if they take chlorophyll 
after attending a cocktail party, this will effec- 
trv ely disguise the odour of alcohol in the breath 
I have a shrewd suspicion that they are looking 
upon this as a precautionary measure should 
they be involved in an accident on the way home 
Rep.y (from a Police Surgeon).—-Chlorophyll 
tablets have a strong and peculiar flavour some- 
When these 
impart 


what resembling concentrated hay 
tablets are chewed in the mouth they 
this particular odour to the breath. This odour 
successfully disguises the presence of quite a 
variety of other odours. As a result of a number 
of tests on different alcoholic liquors, I am of 
the opinion that in some cases the odour of 
after taking a 

Since there is no removal 
the tablet it is purely and 
between the 


liquor will not be 
cholorophyll tablet 
of the odour by 

simply a matter of 
chlorophyll odour and the alcohol odour, and 
it depends therefore upon the relative strengths 


apparent 


competitic mm 


of these two odours on the breath as to which 
will be apparent. The same remarks apply to 
the use of chlorophyll tooth pastes, where again 
the mixture of spearmint and peppermint odours 
is so powerful as temporarily to drown other 
smells. ‘There is one thing I have noticed to my 
surprise, and that is how very variable the smell 
of alcohol on the breath can be, and I feel 
that the presence, or absence, of the odour of 
alcohol on the breath is not by any 
the man has been 


means a 
scientific test as to whether 


drinking 


Tests for Drunkenness 
Although not an official police sur- 
geon, I am fairly often asked to examine drivers 


(QUERY. 


of motor cars to see whether they are drunk in 
charge. It seems to me that the validity of any 
of the tests suggested by the police can be pulled 
to pieces by defending counsel, generally with 
the aid of Sydney Smith’s textbook. I know 
that a committee of the B.M.A. has been sitting 
on the subject for some time. Until publication 
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of its recommendations, what is a perplexed 
general practitioner to do? 


Repty.—There are no tests for drunkenness; 
any tests which are applied, such as walking 
along a straight line, are not tests for drunken- 
ness but for some particular physiological func- 
tion or its degree of impairment, such as in- 
coordination. The diagnosis depends, as in the 
case of any other disease or poisoning, upon the 
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summation of a number of signs each of which 
can be produced by many other medical con- 
ditions, and therefore upon a general physical 
and mental examination to determine what 
functions are impaired and to exclude other 
conditions. To exclude these other conditions 
it is essential to have as full a history of the cir- 


cumstances as possible. 


D.j.A 


KERR, M.D., 
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Cation-Exchange Resins in Hyper- 
tension 


As a result of 
bulatory patients with hypertension, followed 


their experience with 38 am- 
for periods of four to ten months, R. J. Gill and 
G. G. Duncan (New England Journal of Meai- 
cine, August 21, 1952, 247, 271) conclude that 
‘cation-exchange resins are effective adjuncts to 
diets low in sodium content but are not sub- 
stitutes for them in the management of properly 
selected patients suffering from essential hyper- 
tension’. Each patient had a diastolic pressure 
of at least 100 mm. Hg and ‘at least moderately 
The 
contained 1.0 to 1.25 g. of sodium 
and potassium 
resin, this 


given in a dose of 15 grammes thrice daily after 


good renal function’ prescribed diets 


The resin 


used was an ammonium car- 


boxylic cation-exchange and was 


meals. To prevent calcium and potassium 


deficiencies, and to minimize the tendency 


acidosis, each 


calclum 


toward hyperchloremi patient 


was also given 2 grammes of lactate 
and 2 to 3 grammes of potassium citrate daily 
from the second to fourth week of treatment 
onwards. Following treatment, 15 patients had 
a sustained mean reduction of diastolic pressure 
Hg; 17 had a mean reduction in the 


Hg or lower, and 


of 20 mm 
diastolic pressure to 100 mm 


nine had both a reduction in the diastoli 


pressure of 20 mm. Hg or more, and a reduction 


in the diastolic mm. Hg or 


lower. Complications included constipation, dry 


pressure to 100 


gritty stools, anorexia, and a sensation of 


abdominal fullness in the early stages of treat- 
ment, but these symptoms usually subsided as 
Many patients 
unpalatability of the resin 


that ‘a 


treatment was continued also 


complained of the 


The authors consider trial of cation- 


and restricted dietary sodium 
therapy may safely be 


essential hypertension if he has at least moder- 


exchange resin 


given to a patient with 
ately good renal function as indicated by the 
urinanalysis, the 
cretion test or urme concentration test, and the 


phenolsulfonphthalein — ex- 


blood urea nitrogen determination’. 


BAL and Gold 

Poisoning 

I'HE present status of BAL (dimercaprol, B.P.) 
in the treatment of the toxic reactions to gold 
therapy is reviewed by J. F. Strauss, Jun., et al 
(Annals of Internal Medicine, August 1952, 37, 
323). The review is based upon an analysis of 
the 50 cases which have been reported in the 
American, British and Scandinavian literature 
reactions consisted of 


In 43 of the cases the 


pruritus, dermatitis or stomatitis. In addition 


there four cases of toxic bone marrow 


depression, two cases of hepatitis, 
nephritis. The 
reactions and the administration of BAL 


were 
and one of 
interval between the onset of 
TOxXIK 
from thirty hours to 
Results of BAL therapy 
with the duration of 


BAL was 


solution 


varied tremendously 
more than one year 
generally varied inversely 
this interval.’ In most of the cases 
given intramuscularly in a 10 per cent 
The total 
injection of 100 mg. given in one day to 11,900 
mg. given over a period of eight weeks. ‘As a 


kilogram of 


in oil dose ranged from a single 


rule, doses of 2.5 to 3.0 mg. per 
body weight every four hours were prescribed 
The results 


were considered satisfactory in 47 of the cases 


for cases of moderate severity 


Failure was reported in two cases of dermatitis 
and one of hypoplastic anemia. Toxic reactions 
due to BAL included pain at the site of injec 
tion, flushing of the face, lacrimation, salivation, 
nausea, vomiting, substernal compression, tran 
abdomen 


sient hypertension, and pain in the 


and extremities. Local abscess formation at the 


site of injection occurred ‘in a few instances’ 


These reactions ‘were rarely of such nature as 


to necessitate cessation of therapy’. The authors 


conclusion is that ‘the availability of a satis 


factory agent with which to combat tox 


from 
addition to our therapeutic armamentarium. It 


reactions gold represents a_ valuable 


is not a substitute for careful observation of the 
patient under chrysotherapy, but should offer 
security to the clinician who 


some sense of 


would otherwise fear to employ gold.’ 
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Penicillin in Cardiovascular 
Syphilis 

As a result of their experience in treating 111 
patients with cardiovascular syphilis over a 
period of five years, J. Edeiken et al. (Circulation, 
August 1952, 6, 267) conclude that ‘there is 
suggestive, but by no means convincing, 
evidence that penicillin has had a_ beneficial 
effect in the large majority of patients treated . . . 
and conversely, there is ample evidence . . . that 
harmful effects are rarities’. Their series con- 
sisted of 48 cases of aortitis, 51 of aortic in- 
competence, 9 of aortic incompetence and 
aneurysm, and 3 of aneurysm. Apart from the 
first few patients who were treated with smaller 
doses, the dosage used was 40,000 to 80,000 
units of aqueous penicillin every two or three 
hours, to a total dosage of 4,800,000 to 9,600,000 
units. No evidence of either therapeutic shock or 
paradox was noted in any case, although ‘a few 
patients developed a mild fever’. The beneficial 
effects of treatment are summarized as follows: 
‘(a) Some patients with nocturnal dyspnoea and 
symptoms of congestive heart failure improved 
to a degree we did not expect from therapy other 
than penicillin. This also occurred in a few 
patients with anginal pain. (b) In a few patients, 
a soft aortic diastolic murmur seemed to dis- 
appear, or a loud murmur became softer’. 
Reference is made to the possibility of sub- 
stituting repository penicillin for aqueous 
penicillin and thereby avoiding the necessity for 
in-patient treatment. They have already treated 
13 patients with procaine penicillin, as out- 
patients, ‘without untoward symptoms’. 


Calciferol in Sarcoidosis 


Tue value of calciferol in sarcoidosis has been 
studied by Lars-Gunnar Larsson and his col- 
leagues (Acta Medica Scandinavica, July 8, 
1952, 143, 280) in 24 cases, most of which had 
been under observation for long periods before 
treatment with calciferol was initiated. Calciferol 
was given daily, dissolved in oil or alcohol. They 
report that ‘in most cases the therapy exerts a 
favourable effect on cutaneous and subcutaneous 
manifestations as well as on lesions in the nasal 
mucosa, nasopharynx, eyes (including the 
lacrimal glands), and salivary glands’. The re- 
sults were less satisfactory in lesions in the bones 
and lymph nodes, and ‘extremely doubtful in 
lung involvement’. Toxic reactions due to 
calciferol occurred in more than half the cases. 
In most instances these were transitory, but 
attention is drawn to the fact that even though 
treatment is stopped immediately on evidence of 
toxicity, delayed signs of renal damage may 
occur several days later and persist for months. 
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In view of these toxic reactions it is concluded 
that ‘calciferol seems indicated only in chronic, 
serious cases, especially those with pronounced 
lesions in the skin and the mucous membranes. 
On the contrary, calciferol therapy does not 
seem to be indicated in lung involvement alone, 
as the results of the treatment are doubtful in 
the case of these lesions’. 


‘Probenecid’ (Benemid) in Gout 


TWENTY male patients with gout have been 
treated at the Cook County Hospital with ‘pro- 
benecid’ (benemid). The results are recorded by 
L. R. Pascale and W. S. Hoffman (Journal of the 
American Medical Association, July 26, 1952, 
149, 1188). The patients were placed on a 
standard low purine diet, and after a control 
period, probenecid was administered in dosage 
of 0.5 g. six-hourly. Several variations of the 
regime were carried out: probenecid was given 
in dosage of 2 g. daily, 2 g. every other day, and 
2 g. for two successive days only each week; also 
five patients were not given probenecid but re- 
ceived 5.2 g. of acetylsalicylic acid and 8 g. of 
sodium bicarbonate daily for three weeks, and 
then the daily administration of 2 g. probenecid 
was resumed. Ten of the patients were followed 
for periods of five to seven-and-a-half months: 
‘With a dose of 2 gm. daily, serum uric acid fell 
within 72 hours to an average of 55 of the con- 
tral level. This was associated with an initial 
increase in urate excretion of 35", to 200"... 
Urate clearances remained increased two to 
fourfold with continued probenecid administra- 
tion’. In three cases in which decreased renal 
function was present no fall in the serum uric 
acid resulted from probenecid therapy. Simul- 
taneous administration of acetylsalicylic acid 
with probenecid resulted in complete annul- 
ment of the action of probenecid in lowering the 
serum uric acid level—this was restered, how- 
ever, on cessation of the acetylsalicylic acid 
administration. ‘Probenecid therapy proved of 
greatest benefit in chronic gouty arthritis. Joint 
movement improved progressively in all 
patients; pain and swelling subsided’. It was also 
noted that although acute attacks of gout de- 
veloped in some cases soon after institution of 
treatment, the diminished with 
continued therapy. 


incidence 


Streptomycin in Urinary Tubercu- 
losis 

As a result of their experience with 64 patients 
with urinary tuberculosis followed for periods 
of up to four years, R. M. Nesbit and R. L. 
Thirlby (Journal of Urology, July 1952, 68, 394) 
‘feel that, although streptomycin is not a panacea 
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for renal tuberculosis, it certainly is a welcome 
armamentarium used in the 
the use of strepto- 


adjunct to the 
treatment of this disease . . . 
mycin appears to enhance the patient’s chance 
for an arrest of this otherwise discouraging 
disease’. They emphasize that streptomycin has 
not radically changed the method of treatment, 
but has augmented well-established 
principles of treatment. Sanatorium treatment 
for six to twelve months during and following 
antibiotic therapy is imperative. Treatment 
depends upon the severity of the lesion. If no 
gross radiological treatment 
consists of streptomycin for ninety days, fol- 
lowed by a careful revaluation of the case. In 
moderate-sized 
reviewed after 


merely 


lesion is present, 


the presence of a small or 
destructive lesion the 
thirty days’ treatment with streptomycin; if 
there is no evidence of improvement, nephrec- 
tomy is performed and streptomycin therapy is 
continued. In the presence of extensive renal 
destruction nephrectomy is performed soon 
after the initiation of streptomycin treatment. 
The dosage of streptomycin recommended is 2 
grammes of dihydrostreptomycin daily. Of the 
entire series of 64 patients, 70 per cent. have 
had remissions extending from six months to 
four years. Of the 21 cases with bilateral disease 
(13 of whom had nephrectomy), 58 per cent. 
had satisfactory remissions, whilst of 29 cases 
with unilateral disease, 73 per cent. had satis- 


case 15 


factory remissions. 


Hyaluronidase in the Treatment of 


Chronic Skin Ulcers 

BENEFICIAL results are reported by R. J. Popkin 
(Angiology, August 1952, 3, 335) from the use 
of hyaluronidase in the treatment of chronic 
skin ulcers of the malleolar area in two patients 
with diffuse scleroderma. The 
hyaluronidase applied by iontophoresis 
It was in powder form dissolved in .1 M acetate 


generalized 

was 
buffer solution. Asbestos paper soaked in this 
solution was placed at the positive pole. For the 
milli- 


treatments the current was 2 


substquently it was 


first few 
amperes for four minutes; 
advanced to 8 milliamperes for ten minutes 
lontophoresis was never carried out immediately 
The amount of hyaluronidase 
1,300 
was 


over the ulcer 
per treatment ranged from 2 to 4 mg. of 
turbidity reducing units, and treatment 
given up to thrice weekly. The total number of 
treatments required varied from twenty-eight 
to fifty-eight. In both cases the ulcer healed 
satisfactorily. ‘Healing characterized by 
complete absence of visible scar tissue in one 
case and a marked reduction in visible 
formation in the second case.’ The rationale 
suggested for this satisfactory response is that 


was 


scar 


‘the hyaluronidase apparently altered the 
ischemic, fibrosed tissue so that its original 
permability to the circulating blood and tissue 
fluids returned. This resulted in a more normal 
state of nutrition and metabolism with healing 
of the ulcerations.’ 


Vitamin K and Vitamin C in 
Nausea and Vomiting of Pregnancy 
In the belief that the nausea and vomiting of 
pregnancy are due to ‘the transfer of a vomiting 
factor from the placenta or feetal circulation to 
the expectant mother’, R. L. Merkel (American 


Journal of Obstetrics and Gynecology, August 


1952, 64, 416) investigated the effect of a com- 
bination of menadione bisulphite (synthetic 
vitamin K) and ascorbic acid. The rationale of 
this was ‘to decrease placental capillary per- 
preventing transfer of the 
expectant mother’ 


meability, thereby 
“vomiting factor’ to the 
Sev enty consecutive cases were treated; 33 ot 
these were primigravide and 37 multigravide. 
Dosage was 25 mg. of ascorbic acid and 5 mg 
of menadione bisulphite daily by mouth. This 
treatment was continued until there 
recurrence on its withdrawal—an 
thirty days. In 64 patients complete remission 
of symptoms occurred within seventy-two hours 
of initiating treatment. Another three were 
relieved of vomiting but nausea 
Three patients required continual medication 
‘In an advanced case of hyper- 


was no 
average of 


persisted 


until delivery 
emesis gravidarum in the second trimester... 
this medication appeared to be dramatically 
beneficial when other means of treatment had 
failed.’ ‘Menadione bisulphite or ascorbic acid 
alone failed to relief from 
nausea and or vomiting of pregnancy 


give satisfactors 


The Infected Pulpless Tooth 


relative value of the local application of 


Tut 
various combinations of antibiotics and fungi- 
cides in the treatment of the infected pulpless 
tooth has been investigated by I. B. Bender and 
S. Seltzer (Journal of the Dental 
Association, 1952, 45, 293). The 
combinations penicillin in peanut 
oil; streptomycin in propylene glycol; penicillin 
and streptomycin in peanut oil; penicillin and 
streptomycin in propylene glycol; streptomycin 
chloramphenicol in propylene glycol; 
chloramphenicol and 
propylene 


American 
September 


used were 


and 
streptomycin, sodium 
undecylenate in 
penicillin, streptomycin, chloramphenicol and 
sodium caprylate. The last of these proved to 
be the most effective, yielding a negative culture 
in 97 per cent. of the 98 cases in which it was 
used, after an average of 1.1 treatments. This 


glycol; procaine 
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particular mixture was made as follows: 200 
mg. each of streptomycin chloride, chlor- 
amphenicol and sodium caprylate were well 
triturated in a sterile mortar for ten to fifteen 
minutes. One millilitre of aqueous suspension 
of 300,000 units of procaine penicillin G was 
then added, and the entire mass was triturated 
for five minutes with a sterile pestle until a 
The 
was then injected into the root canal. It is re- 
ported that ‘this combination of antibiotics and 
fungicide has been proved to be stable and 
effective for at tem- 
without too 


homogeneous mass was obtained paste 


least one year at room 


perature much loss of potency. 


These drugs are also nonirritating to the 


periapical tissue.’ 


Vaginal Douching 


ALTHOUGH ‘from a strictly medical point of view 
there is little if any indication for routine douch- 
ing in the absence of demonstrable pathology’, 
D. V. Hirst (American Journal of Obstetrics and 
Gynecology, July 1952, 64, 179) considers that, 
as ‘the routine use of vaginal douches for 
hygienic purposes is so universal, the medical 
profession . . . is forced to recognize that a 


douche prepared and administered 


therefore 


properly 

is harmless’. He summarizes the 
‘accepted techniques and practices in the use of 
vaginal They not be taken 


under pressure because of the risk of retrograde 


douches’. should 
infection, of which he reports five cases due to 
\ douche should always be acid 


The solution should have a pH 


this cause 
not alkaline. 
below 5.0: e.g., } to 4 of a cup of white vinegar 
teanspoonsful of U.S.P. lactic acid to 2 


or 2 


quarts of water. Acid vaginal jellies are more 
effective than douches for lowering and main- 
taining vaginal acid pH at the proper levels 
\ douche should always be taken lying down 
with the knees drawn up and hips raised either 
on a bedpan or on a heavy folded towel in the 
bath tub. The hip high 


enough so that te falling away of the intestinal 


should be raised 
viscera will provide negative pressure to aid in 
the distension of the vagina by the weight of the 
When a 


temperature of the 


douche solution’ long hot douche ts 


used, the water Is more 


important than the amount. Douches are not 


effective as a contraceptive measure. There is no 
harm in douching during menstruation. Douche 


equipment should be cleansed with soap and 


water after use, and ‘frequently sterilized by 


boiling.’ 


Exercise Proteinuria 
THE factors responsible for exercise proteinuria 


B. Javitt and A. T 


have been investigated by N 
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Miller (Applied Physiology, Mav 1952, 
in five healthy 
whom ‘manifested resting or orthostatic albu- 
found 


protein excretion and urine acidity, but there 


4, 834) 
male college students, none of 
minuria’. No correlation was between 
was highly significant correlation between pro- 
tein excretion and both blood pH and depression 
of the glomerular filtration rate. The albumin 
globulin ratio of the urine protein was less than 
l, which indicates a preferential excretion of 
globulin. It is ‘suggested that protein excretion 
in exercise is related to increased permeability 
of the glomerular intercellular cement induced 
by the increased acidity of the blood potentiated 
by the 
resulting from partial renal ischaemia’ 


increased acidity of the renal cortex 


Factors Influencing Radiation 
Sickness 
A stupy of 


the incidence and severity of radiation sickness 
therapy 


the etiological factors influencing 


in 254 receiving roentgen 
during a period of seventeen months has been 
made by F. Ellinger 
(American Journal of Roentgenology, August 1952, 
68, 275). Radiation in 163 
patients, i.e. 63.6 per cent., and in 69 of these 
there was 
vomiting’. The age of the patient did not appear 


patients 


and his colleagues 


sickness occurred 
‘more or less severe nausea and/or 


to have any influence on the incidence or severity 
of the condition. Radiation sickness was more 
common and more severe in patients irradiated 
over the thorax, trunk and abdomen than in 
those irradiated over the head, neck and pelvis 
The 


directly proportional to the radiation dose, the 


severity of the sickness appeared to be 
surface area and the treatment period, except in 
the case of the thorax. ‘It appeared that patients 
with 


suffering from leukamia as well as those 


rheumatoid arthritis showed an increased dis- 


position for the development of radiation 


sickness’ 


Palatable Paraldehyde 


following formula is recommended by 
Phillips (Pharmaceutical Journal, Septem 
169, 206) as a palatable method ot 


dispensing paraldehyde 


Tut 
M. F 


ber 20, 1952, 


Paraldehyde 
Emulsion of oi! of peppermint 
Svrup 

lragacanth, in powder 
Synthetic green colouring (B.D.H 


Water 

It is stated that ‘the burning “‘taste’’ of the 
paraldehyde is associated with the peppermint 
flavour, and thus is rendered less objectionable 
The finished mixture presents a fairly elegant 
slight shake being sufficient to 


disperse the medicament evenly’. 


appearance, a 
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The Principles and Practice of Medicine. 
By L. S. P. Davipson, M.D., F.R.C.P.Eb., 
F.R.C.P. Edinburgh: E. & S. Livingstone 
Ltd., 1952. Pp. xii and gig. Figures 57. 
Price 32s. 6d. 
assessing this book full allo 

aim which the author had 

Professor 


vance must be 
nede for the specific 
This is fu 


Davidson in his preface. For 
I 


in mind lly explained by 


twenty vears he 


has issued to the students 


attending his course of systematic lecture 
These notes have gradually increased in size 
until latterly they occupied 335 foolscap pages 
of typescript. In Professor 


The trouble and 


Davidson's own 


words, labour involved 


annually in revising, ft and running off 


of such an amount of material, the 


ping 
copic Ss 


increasing difficulty of obtaining supplies of 


vaper and the steady rise in the cost of the 
pay 


finished product to the student, induced me to 


come to the decision that the issue of cyclo- 


stvled notes should ce: and be replaced by 


a printed textbook wh contained the views 


of myself and my staff on the principles and 


ot Medicine’ In 


been 


practice other words, this 


book has a supplement to a 
ystematic course of lectures in medicine, and 
Judged as a text- 


‘textbook for 


judged as such it is excellent 


book, however, particularly as a 


students and doctors’, which is the subtitle, it 
lends itself to criticism 
The 


solely 


contributors, fourteen in all, ‘are drawn 


from the Staff of the Department of 
Medicine the University of 


Between them they 


Edinburgh and 
Its assoc iated clinical 


cover the greater part medicine, but padiat- 


fective 


is allotte q only 


rics, psychiatry and in diseases are 


Tropical medicine 
hifteen pages leal 


omitted 
merely with malaria and 


infective diseases 


ameebic dysentery. Althougl 


ith, there 1 


as such are not dealt an introduc- 


tory chapter on ‘infection and disease’ which 


deals with general principles and discusses the 


various chemotherapeut« measures now avail- 


able. Incidentally, it is surprising to find such 


praise of the aqueous suspension of procaine 


penicillin at the exper if the oily suspensions, 
smussed so cursorily 
book is the 


introduction of each cl y a discussion of 
| of the 


and to find oral penici 


A commendable tea the 


the anatomy and pl system con- 


cerned. The mentior disease has been 
discouraged, and rigl o in a book of this 
kind, but it is diffi 


found for congenital and 


explain why space 


has been acquired 


fibropenia—a rarity if there ever was one 


Inadequate editor upervision is presumably 


lack of consistency in the 


e.g., both ‘mg 


responsible for the 
and 
. I y 
sections, as well as k 


difficult to 


use of abbreviations, mgm 
different 


more 


are used in 
and ‘gm.’ It is excuse the 
persistent use of the fluid drachm as a measure 
and the occasional use of morphia as a synonyn 
for morphine 

sound 


Taken all im all, the 
j 


erring rightly on the side of caution and con 


te ching Is 


courss 


thoroughly recommended 


servatism. As an adjunct to a systemati 


of lectures it can be 


and every medical student in Edinburgh will 


find it essential to possess a copy, which, in- 
cidentally, he will find exceptionally good value 


for the very modest price at which the publishers 


} 


have been able to make it availal It should 


also prove ot particular value in the newer 


teaching te nd 
ttish 


textbook in the 


colonial medical schools where 


to be along the traditional Sc lines. On 


the other hand, it is not a 
accepted sense of the word, though we have no 
doubt that with a little more time the able tean 
young physicians which Professor Davidson 
ted around him from both sides of the 


textbook 


has < tle 
full-blown 
that has vet 


border, could produce a 


as good as, if not better than, an 


been produced 


1 Text Book of Pharmacology. By WILLIAM 
I’. SALTER, M.D. Philadelphia and Lon- 
don: W. B. Saunders Company, 1952 
Pp. xiii and 124 Figures 284. Price 


ss 
fe 


Tus is essentially a textbook of applied 


pharmacology. ‘The author has had experrence 


both in the laboratory and at the bedside, and 


the amount of space devoted to different drug 


has been determined more by their importance 


in therapeutics than by their significance in the 


de velopment ot pharm icological theories Ihe 
background of experimental work on which the 


use of drugs is properly based 1 however 


adequately described, and a proper emphasis is 


placed on observations in man rather than on 


experiments on animals. The field of pharm 


cology is ill-defined and the author has spread 


his net rather wide. He includes full accounts of 


acid-base and water balance, of intravenous 


chemo 


therape utic section is excellently balanced 


fluid therapy, and of the vitamins. The 
and 
contains sections on insecticides and ‘rodenti 
cides’, and on the chemotherapy of cancer and 
leukemia. The chapter on elementary clinical 
toxicology 1s rather too condensed to be of great 
under 


Subjects are arranged 


make 


and it is not always easy 


value chapter 


some recapitulation in 


to find all the 


headings which 


evitable, 











: 
) 


THE PRACTITIONER 


information one requires about a particular 
drug, such as phenobarbitone. On the other 
hand, there is a complete and _ satisfactory 
account of the treatment of epilepsy in a special 
chapter devoted to it. The book is fully up to 
date and has an adequate index. It is rather 
longer than the usual textbook used by medical 
students in this country, but any practitioner 
who wishes to know more about the rationale of 
the drugs he uses, will find here adequate and 
accurate answers to most of his questions. 


Osteoarthritis of the Hip. By W. ALEXANDER 
LAW, 0.B.E., M.D., F.R.C.S. London: 
Butterworth & Co. (Publishers) Ltd., 
1952. Pp. xii and 87. Figures 31. Price 
25s. 

Tuis is a straightforward, unpretentious essay 
on osteoarthritis of the hip, leading up to the 
special experience of mould arthroplasty of 
which, as pupil of Smith-Petersen, the author is 
a well-known exponent. It is a slender volume, 
comprising only some 17,000 words, and could 
be read quickly and profitably by any post- 
graduate in surgery as presenting a typical 
statement of the contemporary attitude to the 
surgical treatment of osteoarthritis of the hip at 
the end of the first half of the twentieth century. 
An informative series of x-rays is reproduced 
showing the great variety of types of osteo- 
arthritis encountered in clinical practice in 
which the antecedent factor can often be 
recognized, and, though familiar to the prac- 
tising surgeon, such a collection is not elsewhere 
readily available to students. As might be 
expected, the technique of mould arthroplasty 
is described in great detail and no attempt is 
made to deal with alternative methods at a pro- 
portionate length. The little volume is well 
produced and the only criticism concerns the 
price; nowadays it seems impossible to estimate 
the value of a book in money, but the reviewer 
cannot help feeling that this one should be 
available at one-half of the cost 


Medical History of the Second World War. 
VoL. I. Epirep By V. ZAcHARY CopPE, 
M.D., M.S., F.R.C.S. London: H.M. 
Stationery Office, 1952. Pp. xxx and 565. 
Illustrated. Price 50s. 

Tuts volume, the first of a series dealing with 

the medical history of the second world war, tells 

of the many war-time problems and achieve- 
ments of medicine and pathology in both 
civilian and Service practice. The range of 
subjects covers much of medicine, and the 
articles are of the high standard that the names 
of their authors guarantee. These articles, and 
the collection of facts which they embody, will 
prove a valuable source of reference in peace, 


and serve as a starting point for future workers. 
The sections on psychiatry and the numerous 
chapters on various infections tell of some of the 
great advances in management and treatment 
that have been such a feature of medicine in the 
last fifteen or twenty years. Many of us who 
served with the Armed Forces during the 1939- 
45 war felt that there was something satisfying 
in military medicine. Hard endeavour was re- 
warded by a high recovery rate and, even better, 
by the prevention of a large number of casualties 
from avoidable sickness. Both the fighting men 
and those who supplied them together with their 
doctors, knew where they were going, and this 
spirit will be remembered and relived by many 
as they turn the pages of this finely produced 


book. 


The Ctba Foundation Colloquia on Endo- 
crinology Vol. 3 (Hormones, Psychology 
and Behaviour and Steroid Hormone 
Administration). Epitep sy G. E. W. 
WOLSTENHOLME, O.B.E., M.B., B.Cu. Lon- 
don: J. & A. Churchill, Ltd. 1952. 
Pp. xviii and 380. Illustrated. Price 35s. 

UNLIKE the first two volumes of the series, this, 
the third, contains much that will have an appeal 
to a circle of readers wider than that encom- 
passing the highly specialized. The chapters on 
the effects of endocrine function on sexual be- 
haviour, on learning, and in the psychoses will 
be of interest to the psychiatrist, the endo- 
crinologist, and also to the general medical 
reader. The influence of recent work on the 
understanding of the adrenal glands is naturally 
emphasized by the number of papers dealing 
with this gland and its steroid hormones, but the 
general aspects of endocrinology in relation to 
behaviour are not included. The second part of 
the book is largely devoted to steroid hormone 
administration, and here again there is much 
information that is of general as well as of 
specialized interest. 


Brain Mechanisms in Coronary Disease. By 
N. E. IscHLoNpsky, M.D. London: 
Henry Kimpton, 1952. Pp. xv and 171. 
Figures 45. Price 25s. 

Dr. IscHLONDSKY has devoted many years of 

research to studying the fundamental mechan- 

isms of neuro-psychic activity. This book is 
concerned with the scientific background for his 
belief that premature coronary disease is essen- 
tially a psychosomatic disorder. The regulation 
of cardiac activity and coronary blood flow by 
the sympathetic and parasympathetic nerves is 
deeply influenced by the activity of the brain. 

The author is not only concerned with the 

nature of the psychological factors involved but 
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with their effects on the cortical representation 


system. His thesis 1s 


of the autonomic 
supported by a detailed analysis of relevant data 


nervous 


The somewhat forbidding title of this book 
belies its practical approach. The conclusions 
reached may not satisfy all aspects of the prob- 
lem, but this work is 


the prevention of a major disorder and should be 


a sincere contribution to 


studied by all who have felt that there must be a 
logical their that 
sonality characteristics and contemporary civil- 
part in the etiology of 


basis for impressions per- 


ization play a direct 
certain diseases 


The Treatment of Injuries to the Nervous 
System. By DonaLp Munro, M.D., 
F.A.C.S. Philadelphia and London: W. B. 
Saunders Company, 1952. Pp. xvi and 
284. Illustrated. Price 37s. 6d. 

Tuts book deals with injuries of all parts of the 

nervous system, primarily for general surgeons 

and general practitioners. Neurosurgeons may 
also find much to interest them, especially in the 
section on spinal cord and cauda equina in- 
juries. First aid and nursing are well described. 

The book is the outcome of Dr. Munro’s ex- 

ceptionally wide experience of injuries to the 

nervous system, and it therefore contains much 
useful practical information, but there are too 
which will not be generally 


many statements 


accepted. For example, the dangers of lumbar 
puncture in 
pressure are rightly stressed, but the procedure 


patients with raised intracranial 
is then recommended as a routine in most cases 
of head Anesthetists in Great Britain 


will not agree that ether on an open mask is the 


injury 


best anzsthetic for head injury operations. The 
the use of diathermy 


the method. It is 


danger of explosion from 
is sufficient to preclude 
difficult to understand what possible benefit can 
follow laminectomy for paraplegia arising as a 


complication of spinal anesthesia. 


The Infirmities of Genius. By W. R. Bett, 
M.R.C.S., L.R.C.P. London: Christopher 
Johnson, Pp Illustrated. 
Price 18s. 

Dr. Betr has given a 

lives of fifteen 


1952 1g2. 


unity to his study of the 


famous writers by discussing 
speculating 


had 


some 


these 


their ailments, and in 
the that 
their writings; but the attraction of these essays 
for bio- 
graphical sketches rather than in their value as 


case 


on influence may have on 


medical men lies in their charm as 


If a genius ts one who has 


the 


pathological studies 
added 


beauty, 


heritage of 
learn 


something to human 


we are all interested to what 


manner of men these our benefactors have been 


On the whole they are a scruffy unpleasant lot, 
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who, had thev not pos essed this golden streak, 


would have been dubbed sub-standard oafs 


They alternate between bombast and self-pity, 
and, when they are not exercising their divine 


drink, and nasty 


Charles Lamb is the only 


gift, are given to tantrums, 
amorous adventures 
the 


regarded with real affection as a human being, 


one in present collection who could be 
rather than with a tolerance that set his achieve- 
ments against his failings 


This 1s book Each 


chapter is compicte in itself, long enough to fill 


an excellent bedside 
the interval between stopping work and turning 
out the light, interesting enough to unlock the 
dendrons that have clamped down on the worries 
of the them 
themselves for the dreams of the night 


day, and set free to rearrange 


Toward Manhood. By HERMAN N. BuUNDE- 
sEN. London: Harvey and Blythe Lid., 
1952. Pp. 176. Illustrated. Price ros. 

Tue author is Chicago’s Health Commissioner. 

books about adolescence are sombre 

like being 


examples of 


Generally 


rather shown round a 


awful 


reading, 
morgue promiscuity, 
masturbation, and the like, on their appropriate 
slabs. This one is comparatively cheerful, quite 
the best of its kind the reviewer has read—well 
written and interesting. The natural method of 
imparting sex information is by the jesting aside 
the 
better 
more 


funny vulgar story; probably in- 


than 
memorable 


and 


finitely the morgue method, and 


always There is no reason 
why the humour which makes the vulgar story 
stick in the mind for life shouldn’t be harnessed 
to the This book 


goes some way to doing this, but it is written for 


sane view and sound advice 


customs 
»ex 


American teen-agers, whose are 


different from those of our own is essenti- 
ally a joyous affair, and there is a great oppor- 
tunity for someone gifted with a sense of humour 
write a really cheerful book 


and of service to 


about it for British youth 


NEW EDITIONS 
After Treatment, by H. J. B. Atkins, 
M.CH., ; fourth edition (Blackwell 
Scientific Publications, 30s.) appears within ten 


D.M., 


F.R.C.S in 


years of its public ition an indication of its 


value to the general reader. It is the soundness 
and balance of this book that have earned it its 
place. Throughout its chapters the author seeks 
to establish principles, so that the reason for the 
detailed treatment which follows 


advice on 


appears self-evident. The sections on wounds 
and injuries, on the abdomen, and on fractures, 
are examples of the clear statement of essentials 
The section on head injuries ts particularly good, 
and will enable the reader to return to the text- 


book chapters on the subject with fresh under- 
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standing. Examples of useful detail are the many 
practical prescriptions, the formule for intra- 
venous solutions, drip feeds and enemas in 
common use, and the appendices on rehabilita- 
tion, on the nutrient value of foods, on writing 
reports, and on appearing in court. References 
are given to papers from which the reader can 
get further details. One word must be expunged 
from future editions: from page 244 to page 251 
Mr. Atkins uses the word ‘distraction’ as if it 
were synonymous with ‘traction’. ‘Distraction’ 

in its derivation, in its common usage, and 
still more in its application to surgery—means 
‘pulling Distraction may be used, 
momentarily and with caution in the reduction 
of fractures, but distraction in the treatment of 
fractures is the most disastrous mistake made 
by the lazy and the slipshod, a mistake that 
Watson-Jones has spent a lifetime trying to 


apart’. 


correct. 
This is an excellent book that has earned for 
itself the right to many more editions. 


Signs and Symptoms, edited by Cyril Mitchell 
MacBryde, A.B., M.D., F.A.c.P., secord edition 
(New York: J. B. Lippincott Company; 
London: Staples Press Ltd., 70s.). The con- 
tributors have approached the writing of a book 
on medicine from an angle that differs funda- 
mentally from that of the average textbook of 
medicine. They take the patient rather than the 
disease as the starting point, and discuss how the 
proper evaluation of the patient’s complaints 
and physical signs can lead to accurate diagnosis. 
In the process of doing this, symptoms and signs 
from the physiological and 
well as the 


are discussed 
pathological points of 
clinical, and reference is made to the experi- 
mental evidence on which the various explana- 
tions and theories are based. The result is a 
readable text that is full of information in a form 
that is relatively easily remembered. 

It is, of course, impossible, in a book of 
moderate size, to deal with all signs and symp- 
toms, and thus disappointment may be felt when 
it is hoped to find a discussion of such signs as 
liver palms or stria distensa# and no mention of 
them is to be found. This is by no means a 
criticism; in fact it is in a sense a virtue as the 
authors have used their space well, avoiding 
mere listing, and, by the omissions, emphasize 
that this book does not supplant the standard 
works but is complementary to them. It should 
prove of value to the intelligent undergraduate 
and to those working for higher medical degrees, 
and the practising physician must be rare in- 
deed who will not find much in it to interest and 
instruct him. It is, however, the practitioner 
who, as his experience gets ever 
nearer to the clinical meaning of symptoms and 


view, as 


increases, 
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signs, will appreciate it most. It will bring him 
into contact in an interesting way with recent 
work on medical problems as they occur in his 
everyday life. Some of the diagrams are tire- 
somely complicated and thus unhelpful, but on 
the whole this well-produced book will reward 
its readers by giving them many enjoyable as 
well as stimulating and profitable hours. 


A WEALTH of new material has been added to 
The Extra Pharmacopeia (Martindale) Vol. 1, 
in its twenty-third (Pharmaceutical 
Press, 55s.), and in consequence it has grown in 
volume, now comprising 1,352 pages. Special 
with: the 
toxoids, tuberculins and vaccines; blood trans- 
fusion; the Methylated Spirits Regulations; the 
Penicillin Act; Poisons legislation; Dangerous 
Drugs legislation; and the therapeutic and 
pharmaceutical index. In the preface there is a 
list of the international atomic weights, 1949. It 
is seventy years since the first Extra Pharma- 
a pocket-size book of 313 
Volume 1 


edition 


sections deal antibiotics; antisera, 


copeia was published 
pages—and the new 
admirably celebrates this anniversary: it is well 
produced and assured of a warm welcome. 


edition of 


Problems of Ageing: Biological and Medical 
Aspects, edited by Albert I. Lansing, pPH.p., in 
its third edition (Baltimore: The Williams and 
Wilkins Company; London: Bailliére, Tindall 
and Cox, 1952, £5 14s.) contains three main 
the biological, the clinical and the 
sociological. The reviews 
some of the major problems in the United 
States of America, but the clinical and biological 
sections are more varied in their presentation. 
Some chapters are factual resumés of present- 
whereas others, besides review- 


sections: 


sociological section 


day knowledge, 
ing past and current research, attempt to explain 
some of the discrepancies between the work of 
previous authors and to indicate profitable lines 
for future investigation. The primary object of 
the present edition is to stimulate interest and 
research in the problems of ageing. The book, 
however, is valuable to all clinicians interested 
in this major problem of our time, and they will 
find amidst the more academic chapters. some 
which review current problems and provide 
a sound account of present knowledge and 
practice. The Editor of this new edition of 
Professor E. V. Cowdry’s well-known book is 
to be congratulated on having collected so many 
stimulating contributions. 





The contents of the December issue, which will con- 
tain a symposium on ‘ Respiratory Disorders’, will be 
found on page Ixxii at the end of the advertisement 
section. 





Notes and Preparations, see page 579. 
Fifty Years Ag>, see page 553. 
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An inclusive, single, daily - dose of Multivitamins .. . 


Each capsule contains 
Vitamin A, 5,000 Lt 
Vitamin D (Calcifero!), 500 1.1 
Thiamine HC! (B)), 3.0 mg 
Riboflavin (Bz), 3.0 me 
Pyridoxine HCI (Bg), 0.2 me 
Ascorbic Acid (C), 75.0 mg 
Niacinamide, 20.0 mg 
Calcium Pantothenate, |.0 mg 
FOLVITE® folic acid, 1.0 meg 
Vitamin By 1.0 microgran 


Pp , 
ach age 


Bottle of 


1000 Capsules 


*Reg 





LTIVITAMINS 





VI-MAGNA* Multivitamins Lederle provide a full 
daily supplement of essential vitamins, to complement 
the all-too-common, vitamin-deficient diet, as well 

as the normal diet. Unusual demands on the energy 


of the individual require a higher vitamin intake 


VI-MAGNA Multivitamins supplementation is 
recommended for all wounded and burned patients, for 
the pre-operative and post-operative care of surgical 
patients and for those suffering from post-operative 
vomiting. In infancy and childhood, vitamin 
supplementation is highly desirable to aid in cellular 
growth. 


{ 


VI-MAGNA provides an inclusive, single, daily-dose of 
essential multivitamins beneficial in subclinical 
malnutrition following infections, in states of dehydration 
and malnutrition and during the hyperactivity of 


infancy and childhood. 
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TP #-Opganon 


PHENy, 


Comparative effects of single 2.5 mg 
injections of T.P.P. Organon and testo- 
sterone propionate, on the seminal vesicle 
weights of immature, castrate rats 





SEMINAL 
VESICLE 
WEIGHT (mg) 100 


— 


AN T.P-P.ORGANON 
fo 





mses?70 4 21 28 35 a2 





DAYS AFTER INJECTION 


LONGER ACTING AND MUCH MORE POTENT THAN TESTOSTERONE PROPIONATE 
FEWER INJECTIONS REQUIRED 
TREATMENT SIMPLIFIED 


COST LOWERED 


Indicated in conditions where testosterone propionate has hitherto been 
employed, T.P.P. Organon is presented for subcutaneous injection, in 
the following strengths—10 mg. per c.c. and 50 mg. per c.c 

Packs :‘3 x I c.c. ampoules * | x 5 c.c. vials. 
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NOTES AND PREPARATIONS 


PREPARATIONS 


chloramphenicol 


NEW 
‘ALFICETYN’ brand B.P. is 
issued in capsules of 0.25 g., in bottles of 12 and 
It is also available as an 
chloram- 


100, and in tins of 1000 
eye omtment containing I per 
phenicol B.P., in tubes of 4 g.; as ear drops con- 
taining chloramphenicol B.P 
vials of 5 ml.; as a dusting powder, and in the 
(Allen & Hanburys Ltd., 


cent 
10 per cent., in 


form of suppositories 
London, E.2.) 

‘AnectTine’ brand injection of succinylcholine 
chloride is a muscle relaxant ‘of rapid onset and 
short action’. It has been prepared for use in 
electro-convulsive therapy, and can also be used 
as a supplement to longer acting agents, and in 
abdominal surgery and other major procedures 
It is stated to have few toxic effects. Issued in 
rubber-capped bottles, containing 500 mg. of 
succinylcholine chloride in 10 ml. (Burroughs 
Wellcome & Co., 183-193 Euston Road, Lon- 


don, N.W.1.) 


“COLLUBIAZOI 
solution of carboxy sulphamido chrysoidine for 


* is a § per cent. aqueous glycerin 
1 


use as a gargle or paint in the treatment of sore 
throats. It is stated to be bacteriostatic, anti- 
septic, non-caustic and of low toxicity, and may 
be used prophylactically and therapeutically 
Issued in bottles of 30 ml., in cartons complete 
with throat swabs. (Roussel Laboratories Ltd., 
847 Harrow Road, London, N.W.10.) 

‘CorTexot. Forte’ is a stabilized 1:5000 w/w 
adrenaline cream containing 1:100 w/w methyl 
It has been prepared for use in the 
treatment of The 
addition of methyl nicotinate is claimed to be a 


nicotinate 


rheumatism and fibrositis 


successful way of supplementing the action of 
adrenaline, and that local application of methyl 
nicotinate ‘exerts a rubefacient action and 
brings about a pleasant sensation of warmth in 


blood 
61 Gray's 


the affected areas due to an increased 
supply’. (Camden Chemical Co. Ltd., 
Inn Road, London, W.C.1.) 

‘ESTOMYCIN’ is a combination of ‘estopen’ and 
streptomycin which has been prepared for use 


in the treatment of mixed respiratory infections, 


pulmonary tuberculosis complicated by second- 
infections of the 


ary infections, and mixed 
urmary tract 
containing estopen, 500,000 units, and strepto- 
mycin sulphate, equivalent to streptomycin base, 
1 g.; the other 100,000 


anits, and streptomycin sulphate, equivalent to 


Issued in two sizes of vials, one 


containing estopen, 


streptomycin base, 0.2 g. (Glaxo Laboratories 


Ltd., Greenford, Middlesex.) 


‘SECLOMYCIN’ suspension contains in one dose 
100,000 
and streptomycin 


sodium penicillin G, units; procaine 
penicillin G, 300,000 units; 
sulphate, equivalent to 0.5 g. streptomycin base 
Its use is indicated in the treatment of gram- 
positive and gram-negative infections, including 
‘those that are due to organisms relatively re- 
sistant to either of the antibiotics alone’. Issued 


in single dose vials, in boxes of 10. (Glaxo 


Laboratories Ltd., Greenford, Middlesex.) 


“THENOTRATE’ brand theobromine compound is 
stated to combine ‘the sedative action of pheno- 
barbitone, the diuretic and vasodilator proper- 
ties of theobromine, and the vasodilator pro- 
perties of glyceryl trinitrate’. Each tablet con- 
B.P.C., 324 mg.; pheno- 
; and glyceryl trinitrate, 
treatment of the 


tains: theobromine 
barbitone B.P., 32 mg 
0.54 mg. Indicated in the 
giddiness, headache and sleeplessness connected 
with hypertension in middle-aged and elderly 
Issued in bottles of 25 and 100 tablets 
Ltd., Station Street, 


patients 
(Boots 
Nottingham.) 


Pure Drug Co 


NEW APPARATUS 
represent a standard series of anti- 
tablets 

streptomycin 


“SENTESTS 


bacterial sensitivity test comprising 


penicillin, 0.5 and 2.5 i.u sul- 
phate B.P., 20 ug. and 8o ug 
»henicol B.P., 40 and 100 ug 

I 4 


identification of the 


and chloram- 
In order to sim 
plify the different test 
tablets, 
which the possible difficulty of identification of 


a chart has been devised, by means of 


the tablets due to obscuring of the individual 
tablets during partial disin- 
The tablets, 
issued in containers of 100 


numerals on the 
tegration may be obviated and also 
control tablets, are 
of each type, or in boxes of 6 assorted tablets 
Literature can be obtained on application. (Evans 
Medical Supplies Ltd., Speke, Liverpool 19.) 
ROYAL MEDICAL BENEVOLENT 
FUND CHRISTMAS GIFTS 

Lorp Wess-JOHNSON, President of the Royal 
Medical Benevolent Fund, writes in his Christ- 


mas Appeal 


Gifts at Christmas time have a special value and 
significance, for they make the recipients feel that they 
are not furgotten and are being given personal help and 
sympathy. I hope that subscribers to the Royal Medical 
Benevolent Fund will spare a little more to help colleagues 
and their relatives who have fallen on hard times, and 
that members of the medical profession who do sot 
subscribe to the Fund will do so without delay, Owing 


} 


CONTINUED ON PAGE 580 
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to the increased cost of living, as shown by the higher 
prices of food, fuel and other necessities, the need for 
support is greater than ever 

Donations and subscriptions should be sent 
to the Secretary of the Royal Medical Benevolent 
Fund, 1 Balliol House, Manor Fields, London, 
S.W.15, and marked ‘Christmas Gifts’. 


NAPT CHRISTMAS SEALS 1952 
Tuts year the NAPT Christmas Seal presents 
a robin with holly in its beak, 
produced in the true Christ- 
mas colours of red and green 
and bearing the double- 
barred red cross, the inter- 
national symbol of the fight 
against tuberculosis. The 
cost of these which 
will make a charming addi- 
tion to Christmas lettersand + 
parcels, is 4s. per 100. Christmas cards to match 
are also available, price 6s. per dozen, including 


seals, 


envelopes. Supplies can be obtained from the 
Duchess of Portland, Chairman, NAPT, Tavis- 
tock House North, London, W.C.1 


B.M.A. RESEARCH SCHOLARSHIPS 
Four Research Scholarships will be awarded 
next year by the British Medical Association: 
An Ernest Hart Memorial Scholarship (£250); 
a Walter Dixon Scholarship (£250); one or 
more Research Scholarships (£200 each); and 
the Insole Scholarship ({250). The first three 
are for research in any subject (including State 
Medicine) relating to the causation, prevention 
or treatment of last, the Insole 
Scholarship, is for research into the causes and 
cure of venereal diseases. The scholarships will 


disease; the 


be tenable for one year from October 1, 1953, 


Forces 


and are open also to members of H.M 
and those holding junior appointments at a uni- 
versity, medical school or hospital. Applications 
must be made not later than March 1, 1953, on 
the prescribed form, which will be supplied on 
application to The Secretary, British Medical 
Association, Tavistock Square, London, W.C.1 


THE INTERNATIONAL HEMOPHILIA 
SOCIETY 

IN order to keep their bibliography up to date, 

the International Hemophilia Society would be 

grateful if authors of articles on haemophilia 

would send reprints to the Society. (44 South- 

wark Bridge Road, London, S.E.1.) 


SCIENCE AND DEAFNESS 
EXHIBITION 
Tuis exhibition, sponsored by Messrs. Ampli- 
vox, was held at 45 Park Lane and proved to be 
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an interesting display of the evolution of the 
modern hearing-aid. There 
number of old-type mechanical hearing-aids, 
tubes, trumpets, and walking-sticks of historical 
interest, including Queen Alexandra’s silver ear- 
trumpet and Mr ear-shell. The 
first carbon micro-telephone, Stolz’s ‘electro- 
phone’, and the first valve-amplifier hearing-aid, 
the Marconi ‘otophone’, were also shown. In 
addition to the latest hearing-aids, there were 
also on exhibition audiometers for the testing of 


were exhibited a 


Gladstone's 


hearing, amplifiers for use in churches and other 
public buildings, and equipment for the testing 
of the hearing of schoolchildren. The exhibition 
is now on tour in the provinces 


MEDICAL FILMS 
THe Ministry of Health has published two book- 
lets dealing with medical films—‘Medicine and 
Surgery’, and ‘Health’—which give the names 
films available from the Central Film 
In connexion with 


ot new 
Library, with hiring charges 
the series of films on ‘Nursing Techniques 
Prevention of Cross-Infection’, the first of which 
was “Tracing the Spread of Infection (Pem- 
phigus Neonatorum)’ (MS 32), 
entitled ‘Prevention of Cross-Infection 
Enteritis in Infancy’ (MS 40) has been made in 
conjunction with the M.R.C. Sub-Committee 
on Cross-Infection in Hospital Wards, and a 
third, on “The Prevention of Airborne Infec- 


a second film 
Gastro- 


tion’, will be ready this year 

A selection of medical colour films accepted 
for the 97th Annual Exhibition of the Royal 
Photographic recently shown 
a film demonstrating inoculation of a plate so 
as to obtain even growth’, by Dr. P. N. Cardew; 
‘Care of the Colostomy’, by Dr. P. Sattin 
and “The Fothergill Colpoperineorrhaphy’, by 
the Manchester Royal Infirmary. (The Royal 
Photographic Society of Great Britain, 16 
Princes Gate, London, S.W.7.) 


Society was 


PUBLICATIONS 
The Nuffield Foundation.—The Seventh Report 
of the Nuffield Foundation, covering the year 
ending March 31, 1952, makes as fascinating 
reading as its predecessors. It shows that allo- 
cations during the last three years for funda- 
mental research in the United Kingdom total 
£620,311, of which £189,261 is for biological 
studies, £189,950 for sociological studies, and 
£241,100 for other scientific subjects. The chap- 
ter headings alone give some idea of the rami- 
fications of the Foundation: research in the 
United Kingdom; research overseas within the 
Commonwealth; research into practical prob- 


lems; fellowships, scholarships, and similar 


CONTINUED ON PAGE 582 
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For the relief of pain 


*ALLEVIN’ is indicated 
for the relief of pain in 


these conditions :— 


introduces “ALLEVIN’, a balanced com- 
bination of salicvlamide, caffeine and codeine. Recent 


NEURITIS experimental studies have shown that salicylamide has 
MYALGIA 
NEURALGIA 
FIBROSITIS to other salicvlates, salicevlamide does not form free 
RHEUMATISM 
SCIATICA 
LUMBAGO tolerated lo these advantages are added the stimulant 
SINUSITIS and potentiating effect of cafleine together with the 
HEADACHE 
INFLUENZA analgesic and anti-tussive action of codeine. ALLEVIN 
FEVERISH COLD is a safe and reliable analgesic and a valuable antipyretic 
DYSMENORRHGA 
DENTAL SURGERY 


SALICYLAMIDE 7 Ser SALLEVIN’ 
o 


CAFFEINE 1.0 gr 
CODEINE 0.119 gr 


five t t inalgesic potency of aspirin, In contrast 


salicylic acid in the stomach and is therefore much better 





ith a wide range of indications 
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Marg BRAND 
COMPOUND SALICYLAMIDE 
TABLETS 
for the ALLEVIATION 
of pain 





ALLEVIN’ can be 
prescribed on E.C.10's 


Packings of 


10, 100 and 500 


ure on 


request to the mokers 


HERTS PHARMACEUTICALS LTD.,. WELWYN GARDEN CITY, ENGLAND 
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awards; the care of old people; miscellaneous 
subjects. In addition there are the considerable 
grants being made for research in rheumatism. 
Foundations of this size are few and far between 
in this country (its resources include a capital 
fund of {10,000,000 provided by Lord Nuf- 
field), and it is therefore all the more gratifying 
to know that this munificent gift to the nation 
is being spent in such a skilled, and yet imagina- 
tive, manner. (The Nuffield Foundation, 12 & 
13 Mecklenburgh Square, London, W.C.1.) 


Elementary Medical Statistics, by Donald Main- 
land, M.B., D.SC., F.R.S.E., F.R.S.C., Professor of 
Medical Statistics at the New York University 
College of Medicine, course of 
sixteen lectures given at Dalhousie University 
to first-year students, and three lectures 
delivered at Yale in 1950. A concluding chapter 
deals with hints for investigators; there is a list 
of answers with reference numbers to the 
chapters involved, and an appendix giving 
tables showing the binomial confidence limits 
In his preface the author states modern 
statistics offers things that are 
obviously needed in medical education: a means 
of breaking down interdepartmental barriers, 
and a set of principles by which we can draw 


represents a 


two most 


valid conclusions from experience’. Help in the 
achievement of these will be found in 
this book. (W. B. Saunders Company, price 25s.) 


aims 


Headac he, by Nevil 
This is not a treatise 
author’s 


Migraine and Periodic 
Leyton, M.R.C.S., L.R.C.P 
on migraine but an account of the 
scheme of treatment of paroxysmal headache by 
antuitrin S, prostigmine bromide and histamine 
desensitization. Seventy per cent. of his cases 
are completely relieved or markedly improved, 
and he is at pains to defend his thesis against 
the charge of 
Confirmation of 


suggestion Or spontaneous re- 


mission his views would be 
welcomed by the many sufferers from this trying 
malady. (Wm (Medical Books) 


Ltd., price 12s 6d.) 


Heinemann 


Rabaguena, by George Spanopoulo, M.p.— The 
author Medical Officer to a 
Bechuanaland Battalion, and after a period of 
training in the native reserve, he accompanied 
his charges to Durban and later to Syria. Here 
he was formally Rabaguena, ‘the 
father of crocodiles’, by his admiring and de- 
voted comrades and patients. All who served 
with African during the 
recent war will find interest in Dr. Spanopoulo’s 
experiences The 
book is printed for private circulation, but Dr 
Spanopoulo has sent us five complimentary 


was appointed 


installed as 


troops at any time 


with these lovable soldiers 


copies and these will be presented to the first 
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applicants among medical officers who served 
with any of the African Battalions in East or 
West Africa, the Middle East, Ceylon or Burma 
The book is written with much charm, and illus- 
trated by line drawings by the author. (Zavallis 
Press, Nicosia, Cyprus.) 


Controlled Parenthood, by Reynold H. Boyd, 
M.B., F.R.C.S.ED., has now reached its fifth 
édition. As a practical guide to contraception it 
can be recommended, but some of the views ex- 
author on subjects such as 

scarcely 


pressed by the 
sterilization 
acceptance by the profession, even apart from 
(Research Books L-td., 


will receive universal 


religious convictions 
price 55.) 


OFFICIAL PUBLICATION 
Report of The Ministry of Health. Part 1 
This covers the period April I, 1950, to Decem- 
ber 31, 1951. It is the first Report of the 
Ministry to be issued dealing solely with the 
work of the Ministry 
other words, it does not deal with matters re- 


in its present form. In 


lating to housing, local government, water and 
sewerage. It consists of two sections: one dealing 
with the National Health Service, and the other 
dealing with welfare, food and drugs, and civil 
defence. It provides a comprehensive review of 
the National Health Service which will 
repay careful study by practitioners. Only one 
or two items can be referred to in this necessarily 
abbreviated notice. The Minister reports that 
‘the relations of hospitals with the public have 
been reassuring’. Gifts and legacies to hospitals 
increased from {£1,700,c00 in 1949-50, to about 
£3,000,000 in 1950-51, and ‘helped materially 
to provide all kinds of amenities, and in some 


well 


cases equipment and services which could not 
otherwise have been provided from restricted 
budgets’. From reports of visits made to general 
practitioners by members of the regional medical 
service ‘there emerges a general impression of 
increasing satisfaction with improvements which 
are taking place, despite inevitable complaints 
about matters’. These 
reports also show that surgery attendances con- 
‘A very general complaint 


some admiunistrative 
tinue at a high level 
relates to the number of patients who attend with 
(H.M. Stationery § Office, 


trivial ailments’ 


price 5s.) 


OFFICIAL NOTICE 

A Ministry of Health notice reads 
as follows:—’‘A limited supply of 20 mgm. vials 
of pure Terramycin for sensitivity tests will 
shortly be available to hospital laboratories on 
request from the Regional Distribution Centres 
from which Terramycin is now supplied’ 


Terramvcin. 
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* Dexedrine ’ is now 
established as an 
invaluable aid in 

overcoming the depressive 
states that so often 





accompany convalescence, 
the climacteric, chronic 
organic disease, and 

old age. ‘ Dexedrine’ can 
be relied on to dispel the 
characteristic chronic 
fatigue, restore mental 
alertness, and induce a 
feeling of energy and 
well-being — without 
causing undesirable 
peripheral side-effects. 


Each tablet contains 


s 4 5 
Dexedrine’ tablets | .---0wsicninm 


for Smith Aline & French International Co 


MENLEY & JAMES, LIMITED, Coldharbour Lane, London, $.£.5 
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fifty Bears Ago 


‘What is conservatism? Is it not adherence to the old and tried, against 


the new and untried?’ 


NOVEMBER, 


“THE present number of THE PRACTITIONER ts 
devoted to a consideration of the use and 
abuse of alcohol, a question of the most far- 
reaching importance in regard to the causation 
and treatment of disease, the physical and moral 
welfare of the individual and the community, 
and the future development not only of nations, 
but of the whole human race Surely there 
is something to be said for what De Quincey 


would have called the “hedonist” aspect of the 
alcoholic question. If wine gladdens the heart of 
man without disordering his brain or dulling his 
moral sense, that in itself is a good reason 
for using it. If a man finds that it chases away 
the cares of business when he is at home, and 
makes him more cheerful in the midst of his 
family and his friends, we go so far as to think 
that it is his duty te take the small quantity re- 
quired to produce these effects. If, on the other 
hand, a man finds that he cannot take even a 
small quantity of alcohol without detriment to 
his health or his temper, it is equally his duty 
to abstain. In regard to the whole question of 
dietetic use of alcohol, the essence of the matter 
eems to us to be summed up in the first sentence 
Regiment of Health” 


this 


of Bacon’s essay on the 


There is a wisdom in beyond the rules 


of physic: a man’s own observation what he 
finds good of, and what he finds hurt of, is the 
best physic to preserve health’ 

Sir Samuel Wilks, Bt., M.D., F.R.S., Con- 
sulting Physician to Guy's Hospital, opens the 
Alcohol as a 


answer to the 


with ‘Views on 
Medicine’: “The 


juestion as to the value of alcohol as a beverage 


ympostum 
Beverage and 
given in a few words or 


that it 1s a 


ra medicine cannot be 
lictatorily 
good medicine and an important article of diet, 


It may be stated at once 


but under what circumstances and limitations it 
is for the medical man to determine’. Sir 
Henry Thompson, Bt., F.R.C.S., 
Hospital, in ‘A 
Alcohol’, 


alcohol for six 


Consulting 


Surgeon, University College 


Personal Experience of relates how, 
after total 


months, he was relieved of severe hemicrania 


abstinence from 
ind rheumatism, to which he had been subject 
He continued, however, to provide the best 
famous dinner 
parties for When he 
reached the age of seventy-five, it occurred to 


guests at his 
‘Octaves’ 


wines for his 
eight—the 


Abraham Lincoln (1860) 


1902 


and most 
kernel of 
the milk 


myself, 


was an old 
held to 


viz., that 


that ‘there 


old sayings 


him saying 


may be have a 


wisdom in them “wine is 


of old age’’. Accordingly I said to 


“Suppose I try it, I should be very glad to find 


good wine, and it would be a 
find drinker again 


it true, tor I love 


great delight to myself a 


Sir Henry Thompson, Bt (1820-1904) 


fied 


myury ] give it a i 


trial, and 


that it 


without 
atished 


had 


sufficient one, and was soon 


was unque stionabls injurious and yrown 


out of the atrocious blunder that as men grow 


old and infirm they require more “‘support’ 

fallacious notion!’ Writing on ‘Alcohol as a 
Medicine’, Sir William H. Broadbent, Bt., 
K.C.V.O., M.D., F.R.S., Physician-in-Ordinary 
to The King, Physician to St 


Mary’s Hospital, emphasizes that, when alco- 


Consulting 


holic stimulants are employed in the treatment 


of disease, they ‘ought to be regarded as 
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Firtry Years AGo—continued 
medicines, and prescribed with the same care 
and in the same definite way as the 
powerful remedies’. ‘Notes on the Pathology of 
Alcoholism’ are. contributed by G. Sims 
Woodhead, Professor of Pathology, University 
of Cambridge; James Edmund, Consulting 
Physician, United Kingdom Temperance and 
General Provident Institution, discourses on 
‘Alcoholic Beverages’; and Pearce Gould, M.S., 
F.R.C.S., Surgeon to the Middlesex Hospital, 
deals with ‘Alcohol in Surgery’. In an interesting 
article ‘On the Treatment of Dipsomania and 
Chronic Alcoholism by Hypnotic Suggestion’, 
J. Milne Bramwell, M.B., C.M., reports en- 
couraging results obtained in 64 out of 76 cases 
The remaining two papers deal with ‘Alcohol 
from a Sociological Standpoint and the Medical 
Temperance Movement’ and with ‘Mortality 
from Alcoholic Excess in England and Wales’ 
Among the books reviewed this month, two 
are considered together on ‘the principle of 
they agree roughly 


most 


agreement and difference 
in title, and differ in all beside’ 
‘Medical Lectures and Aphorisms’, and A 
Rabagliati’s ‘Aphorisms, Definitions, Reflec- 
tions, and Paradoxes, Medical, Surgical, and 
Dietetic’. Dr. Gee’s little book is described as 
‘altogether admirable Even in dealing with 
subjects apparently hackneyed, the author con- 


Samuel Gee's 
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trives to throw new and interesting light upon 
them; while the aphorisms embody the result 
of clinical observation as acute as it is extensive, 
and the clear and pithy sentences vividly im 
press upon the reader the conclusions formed by 
a true master of medicine’. For the scientific 
requirements of the author of the second book, 
we are told, ‘the English language itself is far too 
and he appears to have wandered 
through the unaccustomed 

Greek Hence are 

such flowers of diction as 
“pollaki-siteous”, “‘katatribemia’’, 
matitis” It might seem ungrateful to suggest 
that the time might have been better employed 
in correcting the accents of the many Greek 
words scattered throughout the book, and 
making the adjectives agree with their nouns’ 

In ‘The Month’, ‘Cecil Rhodes’, we are 
informed, ‘excluded the University of Edin 
burgh from the benefits of his will on the ex 
‘residential system” is 
not part of its organisation. Had he taken the 
trouble to look into the matter he would have 
found that it possesses in University Hall the 


poor 
“polysiteously”’ 

pathways of the lexicon. 
manufactured 
“paneilem- 


pressed ground that a 


nucleus of a residential system presenting all 
the advantages of that which he so much ad- 
mired at Oxford, without its restraints and it 


W.R.B. 


costliness’. 


Painless Penetration! 


Cupid’s invisible arrows reach their mark 


by gentle, painless penetration. 
VIM_ needles 
always glide smoothly home. 


So do 
whose razor-sharp points 
Made from 


heat-treated Firth-Brearley stainless steel ; 


each mount accurately tapered ; each part 
individually tested; each needle a high- 


et ads 
wi 


From 


Wholesale 


quality precision instrument. 


HYPODERMIC NEEDLES and SYRINGES 


Surgical Instrument Houses 


Made by SHrimpron & Fiercuer Lp. (Makers of fine surgical needles since 181C), Premiere Works, Redditch 
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The treatment of hemorrhoids 
rests on solid therapeutic grounds 
when it achieves relief without 
resort to narcotic or anesthetic 
agents; these may mask the 
symptoms of more _ serious 
pathological conditions. Anusol” 
Suppositories give relief that is 
completely safe through decon- 
gestion, lubrication 


and pro- 
tection. They 


remove inflam- 
matory pressure on the nerve endings, soothe irritation and 


guard against the complications of bleeding and infection. 


Another notable feature of 


economy of the treatment. 


Anusol Suppositories is the 


It is an impressive fact that 
Anusol Suppositories. dispensed from bulk by a chemist, are 


less expensive than their National Formulary equivalent. 
Anusol Suppositories may be confidently prescribed in the 
knowledge that they represent a most reliable and economical 
treatment for all uncomplicated hamorrhoidal conditions. 


PACKING In boxes of 12 Suppositories; also 
available in 1 

of Purchase 
vately or 


available 


s for dispensing only, free 
Tax when prescribed either pri- 
on the N.HLS tnusol Ointment is 
tub flies 


es Bism. Subgol Bism. Onrd. 087%, 
0 87 Bism. Onxyiodogoll. 003° 
7 es Zine Onid. 1060%, Bols 


Resorcin 


Acid Born 
Peruv. | 77 





NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


Uibbiam .NARNER and @.ttad ower Road,tLondon U4 
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HEART AND CIRCULATION 


For cardiac and circulatory troubles, the experienced 
physician recommends taking the waters and undergoing 
climatic treatment in the rejuvenating surroundings 


of a German Spa. 


For information, apply to: Deutscher Baderverband, Bonn, Lotharstrasse, 19 
and German Tourist Informacion Bureau, 6 Vigo Street, Regent Street, London, W.1. 











A TAILORING SERVICE 
jor Men of the 
Medical Profession 


many of whom are oppressed by high taxation and 
HARRY HALL LTD. offer a unique 


form of credit facilities which provides a practical solu- 


cost of living 


tion to the problem of being well dressed on all occasions 
They will be pleased to open an account with a credit 
limit of 12 times an agreed monthly subscription For 
example, on the first payment of £3, clothes to the amount 
of £36 may be bought and so Jong as £3 a month is being 
paid there may always remain an outstanding balance of 
£36. No references are required, nor are enquiries made 

HARRY HALL LTD. is a complete man’s store with 
a personal, friendly atmosphere, supplying all man’s 
needs from hat to shoes, including most branded lines in 
addition to their own productions, internationally famous 
for over 60 years. With their self-measurement charts 
out-of-town subscribers can order post with con 


fidence. For further details please write to The Secretary 


HARRY HALD LID. 


235-237 Regent Street, London, W.1 


(Oxford Circus end) "Phone: REGent 660! 





Very attractive 


WINES 


Liebfraumilch 1949 ......... 106 
Vin Rouge de Bourgogne ..... 76 
Bordeaux White, from ....... 66 
**Mastersinger”’ Sherry Pale Dry 

and Golden 
a 76 
Beaujolais Superieur 1949... .. 10/- 


Champagne LeRoy Fils 1941 |. . 21/- 
= per bottle 

Six Bottles Carriage Paid * 

Assorted Cases Supplied = ij 

WRITE FOR OUR LIST ! 


BERNARD 
SACHS LTD. 


27 OLD BOND STREET, ©. 
LONDON, W.|!. 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 


President—Tut EARL SPENCER 
Medical Superintendent—-THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; tem: 
patients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bac- 
tenological and pathological examinations. Private rooms with special nurses, male or female, in the Hospits 
or in one of the numerous villas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be ad- 
mitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous 
Disorders by the most modern methods; insulin treatment is available for suitable cases. It contains special 
departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged immer- 
sion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, &c. There is an Operating 
Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for Diathermy and 
High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN~—Y—NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Llanfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospita! has its 
own private bathing house on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are cricket puvmonm iy football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
thew own gardens, and facilities are provided for handicrafts, such as carpentry, &c 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines 
Northampton), who can be seen in London by appointment. 


SAFETY IN SAFE HANDS 
The man who has appointed the Westminster Bank 


)to be his Executor or Trustee can, with truth, say 


for your savings that the well-being of his family will be in safe hands. 


The Bank will carry out his wishes faithfully, bringing 


WITHOUT to its task a fund of business experience beyond that 


possessed by any private individual; it will administer 








its trust with complete integrity; and—more impor- 
CAPITAL 1 tant, perhaps, than any of these—it will at all umes 

? oS O show a very sympathetic consideration towards those 
DEPRECIATION 2 whose affairs are left in its hands. Inquiries will be 


NCOME TAX PAID welcomed at any of the Bank's branches. 


Equivalent co £4. 15.2 
subject to Tax at 9/6 
nthe € 











Assets £15,000,000 Reserves £800,000 


HASTINGS ... THANET 


BUILDING SOCIETY 


NN Revie tae nee wi | WESTMINSTER BANK LIMITED 


41 Fishergate. Preston 41 Cather ne St., Salisbury | Trustee Department: $3 Threadnecdle St., London, EC2 
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If aspirin were freely 
soluble and bland- 


Tf calcium aspirin were 
stable and palatable- 


That would be ‘Solprin’ 


SOLPRIN 


Provides stable, soluble, palatable calcium aspirin 


Clinical sample and literature supplied on application. Solprin is 
not advertised to the public and is available only on prescription. 
U.K. and Northern Ireland only). Dispensing pack, price 8/- 
Purchase Tax Free) contains 300 tablets in foil 


RECKITT & COLMAN LTD., HULL AND LONDON PHARMACEUTICAL DEPT., HULL 
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FOODS 


Brockham Food Laboratories Ltd 
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MENTAL HOMES, &c. 
St. Andrew's Hospital 
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SURGICAL AND MEDICAL 
APPLIANCES 
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Findlater, Mackie Todd & Co., Led 
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London Medical Exhibition 
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7 Cesira Mask 


For SURGEONS and NURSES 


BACTERIOLOGICALLY TESTED AND SPECIALLY DESIGNED 
FOR THE PREVENTION OF DROPLET INFECTION 


After many bacteriological 
arrest all droplets from the mouth and 
contamination during operation Tne 


has an air gap at the sides, is comfortable 
and may be easily sterilized 


Obtainable from Chemists and Medical Stores Ltd., 
London Office: King’s Bourne House, 229/231 High Holborn, LONDON, W.C.1 


experiments this 
nose, and 
Cestra 

4 layers cf Fine Dental Gauze ic fastens securely 
to wear for long periods 


mask was designed to 


so to prevent 
Mask consists of 
under the chin 


Made by: Robinson & Sons, 


Wheat Bridge Mills, 
CHESTERFIELD 
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~ACIMETION 


DL-METHIONINE 


The only essential sulphur - containing 
amino acid 
The effect of methionine in protecting the 
liver against fatty degeneration and toxic sub- 
stances is due to the following factors :— 

1. The presence in the molecule of a sulphur atom 
which is concerned with the transsulphuration 
reactions. 

. The presence of a methyl group which 
is responsible for various transmethylation 
reactions. 


INDICATIONS 


Toxic hepatitis, hepatic cirrhosis, secondary 
anaemias, purpura, jaundice and debility- 


In packings of SO and 250 tablets 
each containing 0.25 G. DL-Methionine 





Clinical samples and literature on request 


CONTINENTAL LABORATORIES LTD 


101, Great Russell Street, London, W.C.1 





Telephone: MUSeum 20423 ©@ Telegrams: Taxolabs, Phone, London 
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